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ABSTRACT

Effectiveness of Utah Level Six Treatment Programs for Ju venil e Males
Who Offend Sexually: The Client Perspective

by

Darren B. Brown, Master of Science
Utah State University, 2003

Major Professo r: Dr. D. Kim Openshaw
Department: Family, Consumer, and !-Iuman Development

This study examined treatment effectiveness from the perspective of former
clients of Utah level six treatment programs for juvenile males who offend sex ually.
Emp loying an ano nymous, self-reported instrument, thi s study identified a high level of
sex ua l recidivi sm (44%). In obtaining client perceptions of treatment effectiveness, this
study also differentiated between the various components of leve l six treatment.
Ind ividual therapy was rated highest by the clients in helping them in their subsequent
effo rts not to rec idivate. Drug and alcohol treatment received the lowest overall score,
whi le remaining very important in the eyes of a few subjects. This suggests that clients
benefit differently from the various components of treatment, and that it might be better
to im pl ement some components on an as-needed, case-by-case basis. Fami ly
involvement remains an important part of comprehensive treatment w ithin the level six
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system , acting as a bridge between their residence in treatment and their returning home.
Thi s study, though limited by its small sampl e size, suggests that the cli ent ' s perspective,
a previously overlooked source of information , can make a valuabl e contribution to the
study of treatment effectiveness for juvenile males who offend sexually.
( 127 pages)
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CHAP TE R!
INTROD UCTION

Knowledge within the fi eld of j uvenile sexual offending has grown ex ponentially
over the past several decades. Researchers ori ginall y recogni zed sex ual behaviors amo ng
adolescents in the late 1940s. Thi s recogniti on was general, however, as no
differenti ation was made between predatory and other sexual behaviors. Thus, sexual
behaviors that are today considered to be crimes were initiall y mi sunderstood as being
mere acts of immorality, and were generall y considered to be harmless behaviors
characteristic of normal adolescent development.
As society became more aware of juvenile sex ual behaviors, researchers began
examin ing the preva lence of these behav iors more close ly. Empirica l data suggest that
approx imately 20% of all rapes and as much as 50% of all sexual assaults on children are
committed by ado lescents (Barbaree & Cortini , 1993). Hand in hand with the recogniti on
of the prevalence of juvenil e sexual offe nding was the identificati on of its potentiall y
devastating con sequences on the entire social ecosystem. Individual victim s suffer a host
of both short-term and long-term effects of sexual offenses, such as anxi ety, depression,
and difficulty in relationships. The families of victims and of those who offend suffer
from e nervated relati onships, and society, in turn, reaps the enormous economic costs of
treatment, as well as interpersonal mi strust and fe ar.
The conceptualization of ju ven il e sexua l offending was long in coming, however,
as it took decades for the accumul ating research to do away with the longstanding belie f
that juvenile sexual offending was an insignificant problem in society . Not until the

1980s did programs and organizations dedicated to the treatment of juvenile males who
offend sexually (hereafter referred to as JMwOS) come into being. Beginning in the early
part of that decade, the number of avai lable treatment programs increased sign ificantl y as
a result of the universal conviction that early intervention would be most effective in
realizing the goal of eliminating sexual offending from society (Freeman- Longo, Bird,
Stevenson, & Fiske, 1994). Now, with the proliferation of treatment programs locally
and nationally , there is a desperate need to evaluate the effectiveness of existing
programs; not only for purposes of funding, but more importantly so that treatment may
become more effective in minimizing the risk of reoffense, and ultimately reduce the
prevalence and effects of sexual offending in society.
Treatment programs have typically been evaluated through either program
implementation studies or outcome research. Implementation studies are important in
evaluating treatment programs, in that they examine the degree to which programs fulfill
their intended design, as stipu lated by various governing authorities. While
implementation studi es examine whi ch components of treatment are being executed as
planned, they do not provide information on the utility of these components in reducing
or eliminating the behaviors presented for treatment. Outcome eva luation studies, on the
other hand , usuall y evaluate treatment programs' effectiveness by examining client arrest
records fo llowing treatment. Therefore, treatment programs have been deemed effective if
c lients who complete the programs have significantly fewer arrests than they did prior to
treatment. This measure of recidivism is inadequate, because there is a significant under-

reporting of sex ual crimes. ' Moreover, recidivism is an inadequate measure of treatment
effectiveness because a client may choose not to recidivate so lely to avo id being placed in
residenti al treatment again . Moreover, recidivism rates, by themse lves, tell us nothing
about the reasons why former clients choose to recidivate or not to recidivate.
In order to get a more complete picture of what constitutes effective treatment,
ex ist ing evaluation literature needs to be supplemented by studies that look at the
effectiveness of treatment in additional ways. The comp leted study incorporated a third
method of evaluation by obtaining former clients ' perceptions of treatment. By asking
fo rmer clients about their treatment can we get a clearer understanding of their moti ves to
not recidivate, as well as which components of treatment are most effective. Specifically,
thi s study used an anonymo us self-reported instrument asking former clients of Utah level
six treatment programs to eva luate various aspects of their treatm ent program s. Leve l s ix
programs are nonsecure residenti al programs designed to treat "adolescents with
patterned , repetiti ous sex ual offenses and acting out behavior" (Network on Juvenil es
Offending Sexually, 1996, p. 15).
Whi le this study acknowledged that former clients may have recidi vated since
leaving treatment, an underlying assumption was that former cli ents will have had
opportunities to recidi vate in which they chose not to . The goa l of this research was to

Definitions of recid ivism are varied in the ex isting body of research, and often consider
relapse into any ill egal or maladapti ve behavior as constituting recidivism. This study
attempts to differentiate between sexual and no nsexual recidi vism. Sexual recidi vism, as
o pposed to non sex ual recidi vism, is defined as relapse into illegal or maladapti ve sexual
behaviors.
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identify what role , if any , specific components of treatment have played in their efforts to
not recidivate, and to identify the relative effectiveness of each of the components of
treatment. The following four research questions were addressed.
The first question was designed to identify whether treatment in general was
helpful in preventing recidivi sm. The question was, "Is Utah level six treatment of
JMwOS effective?" Because the subj ect base for this study included all those former
clients of Utah level six treatment programs, whether or not they completed treatment, the
question was answered by comparing the rate of recidivi sm of those who graduated from
treatment to the recidivism rate for those who left treatment for other reasons. Clients
were asked if they successfully graduated from treatment and whether or not they had
been involved in any behaviors that wo uld constitute recidivism. The hypothesis stated
that graduati ng from treatment has no effect on subsequent rates of recidivi sm.
It has been suggested by several researchers (Camp & Thyer, 1993 ; Worling &
Curwen, 2000) that there is a need for studies that look at spec ific aspects of treatment,
rather than merely evaluating treatm ent outcome in general. Address ing thi s need, the
second question answered by this study was, " What are the most effective components of
Utah level six treatment of JMwOS?" Clients were asked to rate the effectiveness of
individual components using a 5-point Likert scale. They were also asked which
component was most helpful and why. The hypothesi s stated that all components of
treatment are perceived to be equall y effective.
Graduates and nongraduates may differ in their perceptions of the effectiveness of
various components of treatment. The third question was, " Is there a difference between

the perceptions between graduates and non-graduates as to the effecti veness of various
components of treatment?" The hypothes is stated that there is no difference between the
perceptions of graduates and non-grad uates.
Of particular interest in this study was identifying the effectiveness of collateral
therapy in treatment. Collateral therapy is therapy in which members of the client ' s famil y
or other significant persons are included. Fam ily involvement in therapy is crucial to the
prospect of success ful treatment, because the prob lem of juvenile sex ual offending is
multidimensional in nature, and because one objective of treatment is to have the client
return to their fami ly whenever possible. The fourth question was, " How effective is
co ll ateral therapy as a component of Utah leve l six treatment of JMwOS ?" Clients were
asked questions about collateral therapy during treatment, in which they indicated its
effectiveness and why or why not they beli eved it was helpful. The hypothesis stated that
coll ateral therapy has no effect on the e ffec tiveness of treatment.
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C HAPTER II
LITERATURE REVIEW

Juvenile Males Who Offend Sexuall y: The National Perspective

The development of the field of juvenile sex offending can be described as having
occurred in four phases: recognition, conceptualization, intervention, and treatment
evaluation. While these phases are not mutually exclusive, they provide a general
chrono logy of how our understanding of ju venile sex offending has evolved.

Recognition
While a few profess ionals recognized deviant sex ual behavi or in adol escents as
earl y as the late 1940s, the behavior was not initially understood to be a significant
soc ietal problem. Rather, the behavior was perceived as a " boys will be boys"
phenomenon. Due to the limited knowledge and understanding about juvenile sex ual
behavior, the behavior was severely do wnplayed prior to the 1970s. For example.
Markey (1950) categori zed ju ven il e sexual o ffenses as acts of immo rality rather than
crimes.
Kno wledge about juvenile sexual offending grew very slowly, as evidenced by the
limited number of pu bli shed articles on the subject prior to 1980. Before 1970 there were
on ly nine studies that addressed the issue of juvenile sexual offending, most of which
were based on popula rl y held myths about ado lescent sexual behavior. The 1970s o nly
produced an additiona l I 0 studies (Barbaree, Hudson, & Seto, 1993), with the prevailing
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notions still dom inant. For example, Roberts, Abrams, and Finch ( 1973) thought juveni le
sexual offenses to be relatively minor crimes associated w ith sexual maturation and
curiosity. It was not until the early 1980s that society in general recognized juvenile
sex ual offending as a significant societal prob lem. A surge of literature in the 1980s,
both from research and the popular press, brought about an understanding of juvenile
sex ual offending as a problem with negative seque lae-'
With the understanding that juvenile sexual offending was a problem that carried
with it vario us negative effects, efforts began to identify the prevalence of juvenile sex ual
offending in society. Prevalence has generally been understood in two ways: by victim
reports and by perpetrator rates.

Prevalence: vicrim reporls. Child victimization studies estimate that between I 0
and 40% of all girls and boys will be sex ually abused during chi ldhood (Russell, 1983).
While these findin gs are alarming, they become even more so when the staggering
number of juveniles who commit these crimes is taken into consideration. Accord ing to
a study by Groth and Loredo ( 1981), 56% of all cases referred to the Child Sexual Abuse
Victim Assistance Project in Washington , DC involved juveniles as those who commi tted
the offenses, most of whom were between 14 and 16 years of age. Similar studies have

While fema le sexual offending is acknowledged by the current body of literature, and is a
growi ng area of study, the vast majority of research on juveniles who offend sexuall y is
conducted on males. This is probably due to the difficul ties in obtai ning suffici ent
research sampl es of fe mal e offenders, as they make up only 5% of sex ual offense cases
(Camp & Thyer, 1993). Thus, nearly all literature cited herein refers excl usive ly to the
males who have offended sexually.

found that adolescents are responsible fo r a sli ghtl y more conservati ve 30-50% of all
sex ual offenses committed on children ( Barbaree et al. , 1993).
The ex isting data fro m victimi zation studies become even more troubling when
held in light of the many fi ndings that show that sexua l crimes are o ften not reported.
With the probl em of underreporting of sex ual crimes, it is hard to say just how many
victims of sexual offenses there are in any given population. Whil e adults who o ffe nd
sexua lly admit to having dozens of victims (National Task Force on Juvenile Sex ual
Offending, 1993), it has been suggested that untreated adults may offend up to 300 times
(Graves, 1993). And whil e JM wOS admit to having an average of eight victims (Ryan,
Miyoshi , Metzner, Krugman , & Fryer, 1996), untreated adolescents may have more than
380 sexual offenses over their li fe time (Abel, Mittleman, & Becker, 1985).

Prevalence: perpetrator rates. Survey ing a general popul ati on of juvenil e males,
Ageton ( 1983) found that between 2 and 4% of all juvenile males admitted to sex ually
assaulting another person . In reviewing numerous add itional preval ence studi es, it was
found that juveniles are responsible fo r between 10 and 30% of all rapes and between 18
and 50% of all sex ual offe nses in genera l (Barbaree & Cortini , 1993 ; United States
Department of Justice, 1992). As with child victimi zation reports, studies that examine
ju venile perpetrator rates may also underestimate the actual number of offen ses, because
a socially adept juvenile who offends may successfull y evade being caught altogether.
Despite problems in obtaining accurate estimates, the preva lence of juvenile
sexual offending in society has been adeq uately establi shed to cause concern and warrant
futth er investi gation. Mo reover, many studi es have shown the preva lence of juvenil e
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sex ual offending to have dramatically increased over the years. It shou ld be noted ,
however, that the apparent increase in prevalence can be largely attributed to the
evolution of the definition of juvenile sex ual offending. Early definitions of ju venil e
sex ual offending were narrow and only cons idered juvenile sexual behaviors to be crimes
if rape was invo lved, thus ignoring the true breadth of the phenomenon (NOJOS , 1996).
Reflecting thi s early definition of sexual offending, some states originally di sallowed
boys under 14 years of age to be convicted of sexual offenses because of the belief that
they were incapable of sexual penetration (Groth, 1980). More recent definitions of
juvenile sexual o ffending are much wider in spectrum , including inappropriate sexual
touchi ng, frottage, and even " hands-off' offenses such as voyeuri sm and exhibitionism
(NOJOS, 1996).
In the decades preceding 1980, very little was known about the problem of
juvenile sexual offending. Prevalence studies in the early 1980s helped do away with the
commonly held notion that juvenile sexual offending was merel y a right of passage,
unobtrusive to soc iety. This was an important first step toward a better understanding of
juvenile sexual offense and its subsequent treatment.

Conceptualization and Theoretical Framework
As the significance of juvenile sexual offending became formally recognized,
concerned indi viduals began making effoits to conceptualize the phenomenon and to
intervene in the li ves of those who have offended. Among those individuals whose
seminal works formed a basis for the conceptualization of juvenile sexual offending are
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Nichol as Groth ( 1977), Robert Freeman- Longo ( 1981 ), Gai l Ryan ( 1987), and Judith
Becker ( 1988).
Whi le early attempts at conceptualization were being made by these and other
researchers, several national organizations were formed that furthered the efforts to
conceptualize juvenile sex ual offending. The Association for the Treatment of Sexual
Abusers (ATSA) was incorporated as a nonprofit organi zation in 1984 by a small group
of clinicians who were working with individuals who had offended sexually. Now with a
membership of over 2,000 professionals, ATSA (200 I) is dedicated to the advancement
of profess ional standards and practices in the field of evaluation and treatment of those
who offend sexually. Created in 1985, the Safer Society Foundation (200 I a) is a nati onal
research, advocacy , and referral center on the prevention and treatment of sex ual abuse.
The Safer Society was incorporated as a non-profit organization in 1995 and conducts
ongoing surveys on intervention strategies being used in treatment of those who offend
sexually. An additional nationwide co llaborati ve effort began in 1986 with the formation
o f the National Task Force on Juvenil es Sexually Offending ( 1993). Thi s organization
examines current knowledge in the fi eld and makes recommendations regarding treatment
standards and proced ures.
Over the years, various theories have been used as frameworks for describing
juvenile sexual offending. Some of the more prominent theories found in the early
literature include psychodynamic theory (Briggs, Doyle, Gooch, & Ketmington, 1998),
evolutionary theory (Thornhi ll , & Thornhill , 1983), feminist theory (Scully, 1990), and
various learning theories (Wolfe, 1985). As the literature base grew, it revealed the
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comp lex nature of juvenile sex ual offend ing, and theori sts began to emphasize the
importance of using a more systemi c perspective. Thus, systems theory , ecolog ical
theo ry, and integrated theories have become more popular in more recent literature
(Becker, 1998 ; Swenson, Henggeler, & Schoenwald, 1998). The tenets of systems theory
served as a guide for thi s study . A systems perspective offers a more comprehensive
understanding of the problem of juvenile sex ual offending by considering the probl em
within a larger context. Using a systems approach may lead to a more thoro ugh
understanding of the characteristics of those who offend and the effects of their actions,
both on their immed iate victims and on society. Systems theory also offers a rational e for
seeking the perspective of the former client regard ing their treatment. Accord ing to
systems theory, not only to people act in a dynamic context, but people act based on
personal meanings derived from interactions with that context. Communi cati on is also
fundamental to systems theo ry, because commun icati on is how information is exchanged
and reciprocated among members of a system. Co llateral therapy , of particular interest in
this study, examines these exchanges and seeks to improve the relationships existing
w ithin a given system.

Characteristics of those who offend. Si nce the mid 1980s conceptuali zation
efforts have focused largely on identify ing pred ictors of juvenil e sexual offending, as we ll
as understanding its effects. It was the hope of many researchers that by exam ining
characteristics of those who offend they would be able to predict who would offend
sexua ll y and w ho would not. While these efforts resulted in a few typologies (Graves,
1993; Knight & Prentky , 1993; Weinrott, 1996) , a large portion of the profiling literature
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shows j uveniles who offend sexually to be a heterogeneo us group of individuals, maki ng
it difficult to place them in distinct categories. Blanchette's (1996) conclusions on thi s
matter re fl ect those of many authors:
Sexual aggression is a complex ly-determined phenomenon, with varied
antecedents and sequelae. Perpetrators of sexual crimes differ in their
personal and criminal histori es, the circumstances preceding their offenses,
their victim age and gender preferences, the attitudes and beli efs that
support their deviant behavior, and the degree to which they have used
force or brutality, or caused physical harm to their victims. Thus, sex ual
offenders are a heterogeneous group of individual s, with diverse
evaluative and treatment needs. (p. 4)
While many authors consider juveniles who offend sexually to be a heterogeneous
popu lation, others have identified characteri stics that do appear to be common among
JMwOS . Juveniles who offend sexually tend to be male (Camp & Thyer, 1993). Several
studies have shown that between 28 and 50% of JMwOS have a hi story of other crimina l
activ ity (Becker, Cunningham-Rathner, & Kaplan , 1986; Kahn & Chambers. 199 1).
JMwOS tend to have psychiatric probl ems (A wad & Saunders, 1989) and deficiencies in
social competence and assertiveness (Becker & Abel , 1985). Related to their lack of
social co mpetence and assertiveness is their diffi cu lty with intimacy (Groth, 1977) and
thei r tendency toward social isolation (Fehrenbach, Smith, Monastersky, & Dei sher,
1986). Many studies have found that JMwOS are often victims of sex ual abuse
themselves, with estimates upwards of60 to 90% (Knight & Prentky, 1993). It is
important to note, however, that some authors argue that a higher prevalence o f abuse
history among JMwOS is a myth, in that their studies found no difference in abuse hi story
between populations of JMwOS and juveniles who offend nonsexuall y (A wad &
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Saunders, 199 1; Benoit & Kennedy , 1992). Tak ing the entire population of sexual
offense victims into co nsideration, research has estimated that approx imately one third of
all victims wi ll subsequently perpetrate sexually (Graves, 1993). Resiliency studies in
general suggest that one third of individuals w ho live in at-risk condi tions suffer various
psychological effects, wh ile another third are resi lient (Werner, 1984).

Families of those who offend. Taking the famil y system of those who offend into
consideration, one of the most commonly reported findings about characteri stics of
JMwOS is that they most often come from troubled fam ilies. Observing famil y
characteristics of JMwOS, A wad, Saunders, and Levene ( 1984) identified several
problems, includi ng a hi story of domestic violence, parental drug and/or alcohol abuse, a
hi story of sexual deviance, and ongoing occurrences of abuse. In another family
characteri stics study, Johnson (1988) found that over 70% of the JMwOS in her study
had at least one alcoholic parent. In a study co nducted by DeMartino ( 1988),
adolescents ' perceptions of fam ily function ing were meas ured. Compared to
nonoffending juvenil es, those who had sexuall y offended percei ved their families to be
far more di sengaged. In another study examining percepti ons of JMwOS of the famil y
environment, Eastman and Evans ( 1996) found that JMwOS perceived their fami ly
relationshi ps to be less cohesive, less emotiona ll y supporti ve, and more confl ictual than a
nonoffending comparison group.
Most of these characteristics are similar to those of adults who offend sexuall y.
However, there are some characteri stics, such as Jack of social competence and
assertiveness, that do show up more often in .JMwOS than in adults (Boyd, Hagan, &
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C ho , 2000). This needs further empirical consideration, because it could be argued that
some of these characteristics show up more often in juveniles merely because of their
developmental nature. This argument aside, one particularly concerning difference
between adults who offend and juveniles who offend is that sexua l crimes commi tted by
JMwOS tend to be more frequent and more violent in nature than those committed by
adults (Ell iot & Smiljanich, 1994; Zo londek, Abel, Northey, William, & Jordan , 200 I) .
Whi le there appear to be some characteristics that distinguish JMwOS from other
populations, typology research has been riddled with problems, and thus no clearly
demarcated typology has emerged. Concurrent research examining the effects of juvenile
sexual offending, on the other hand, has been able to produce a fairly clear picture of its
devastating effects.

Ecosyslemic effects of offending . The ecosystemic perspective on juvenile sexua l
offending identifies both primary and secondary victims. Primary victim s of sexual abuse
experience both short-term and long-term effects. Some of the more common ly reported
short-term effects include headaches, anxiety, fear, sleep and eating disturbances, anger
and hostility, and behavioral problems (Barbaree et al. , 1993 ; Koss & Heslet, 1992).
While these and other short-term effects may be alleviated with tim e, the more
debi litating long-term effects of sexual abuse may defy even extended treatment. Longterm effects often cited in the literature include chronic pain, high distress levels, low
self-esteem, depress ion, difficulty in soc ial relationships and sexual intimacy , social
isolation, problems trusting others, posttraumatic stress disorder, psychopatho logy, and
other emotional and psychological problems (B riere & Runtz, 1993). Child victims of
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sex ual abuse are at increased ri sk for long-term effects of sexual abuse, because their
recovery process becomes complicated with the progress ion through various
deve lopmental stages (Conte, 1991 ; Pilkonis, 1993).
Worthy of note are the effects of sex ual abuse on other parts of the ecosystem of
individuals who offend sex uall y. Whether by the inab ili ty of victim s or of those who
offend to form good relationships with their own families , or by the increased likelihood
that victims will offend sexually themselves (Ryan et al. , 1996), the problem is
perpetuated throughout the soc ietal system. The cost of sexual offending incurred by
society is enormous and includes various medical and psychological services provided to
aid victims in recovery; the investigation, trial , and incarceration or treatment of those
who offend ; and citizen 's fears of becoming victims themse lves. Taking economic
factors into consideration, Kaufman, Hennig, Daleiden , and Hilliker ( 1996) estimated the
cost to society of each victim-perpetrator pair to be $ 189,949. The Corrections
Compendium (1991) conducted a national study and found that 85 ,647 individuals who
had offended sex uall y were incarcerated , costi ng the United States over $2 billion in that
year alone. These data merely serve to reinforce the commonly held opi nion that
incarceration is only a temporary soluti on to the problem of sexual offending, in that it
fail s to address the underlying pathology of sexual offending. The uni versal conviction
that specialized intervention is necessary in order to reduce the prevalence of sexual
offending in soc iety fostered the development of treatment programs for JMwOS.
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fnlerven lion

While the conceptualization of juveni le sexual offending continues even today ,
the literature base extant in the early 1980s provided sufficient evidence for the need to
intervene in the li ves of juveniles who offend sexually. Because the goal of any
intervention is the elimination of an identified problem , and the literature had already
identified the problematic characteristics and effects of sexual offending, the objective of
treat ing JMwOS is to eliminate recidivism.
Recidivism. Due to the wide variations of definiti ons of recidivism , estimates of

recidivism of JMwOS range from zero to 50% (Weinrott, 1996). Most of the early
literature defined recidivism as a conviction on another sexual offense following
treatment. Because many researchers thought this to underestimate the actual number of
reoffenses, later defi ni tions included any subseq uent co nvictions, whether for sex ual or
nonsexual offenses (Furby, Weinrott, & Blackshaw, 1989; Gibbens, Soothi ll , & Way ,
1981 ). The current study, in contrast, defined recidivism as any se lf-reported criminal
offense fo llowing treatment, whi le differentiating between sexual and nonsexual offenses.
Researchers have tried to find ways to predict recidivism among JMwOS , because
there is a growing concern over predicting recidivism, and mental health professional s
frequently are asked to make decisions regarding the likelihood that a particu lar client
will recidivate. While there are studies on predicting recidi vism among nonsexually
offending juveniles (Loeber, 1990), and among adults who offend sexually (Hanson &
Harri s, 2000; Hersh, 1999), literature on predicting recidivism of JMwOS is sparse.
Some of the factors that appear to be related to recidivism of JMwOS include poor socia l
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skills (Langstrom & Grann, 2000) , a history of nonsexual offen ses (Kahn & Chambers,
1991 ), being younger in age (Sipe, Jensen, & Everett, 1998), and having younger, male
victim s (Langstrom & Grann, 2000; Ryan & Lane, 1991 ; Worling & Curwen, 2000).
Simi lar findin gs from additional research have been helpful in creating instruments for
predi cting recidi vism of JM wOS , and many promising efforts are being made along these
lines (Hanson & Thornton, 2000; Moore & Bergman, 1999; Qui st & Matshazi, 2000;
Righthand , Prentky , Hecker, Carpenter, & Nangle, 2000).
Treatment of JMwOS , then, aims to eliminate recidivism of sexual offense
behaviors, and thus prevent the form at ion of inveterate patterns of offending in
adu lthood. Sten son and Anderson (1987) emphasized the importance of early
intervention for JM wOS :
If treatment is effective in reduci ng deviant behaviors among juvenile
offenders , then treatment of the juvenil e could go a long way toward
red ucing the impact of sexual assault in our soc iety. The literature not
only suggests a progression from less to more seri ous offending but also
provides an appa lling picture of the dam age bei ng perpetrated by these
young men. The argument that treatment should be directed toward the
j uvenile offender is made more potent by the suggestion that early
interventio n might be more efficacious, as it has the potenti al to treat the
problem in an indi vidual before the behavior beco mes more entrenched in
adulthood. (p. II )
With thi s recognition, the number of treatment programs for JMwOS increased
significantly through the mid 1990s.

Trea/menl modalilies. Programs dedicated to treating JMwOS began as early as
1975 (Knopp, Freeman-Longo, & Lane, 1997), although initial efforts were not well
guided by theory . As the body ofliterature grew, so did the number of available
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treatment programs. While there was only one treatment program for JM wOS in 1975
(Knopp, 1985), by 1982 thi s number had grown to 22, by 1988 to over 500, and by 1992
to 755. Over 1,000 programs were identified by 1994 (Freeman-Longo et at. , 1994) and
1380 by 1996 (Safer Society Foundation, 1996). Disturbingly, since 1996 the number of
avai labl e treatment programs has dropped 41 %, according to a recent report by the Safer
Society Foundation (200 I b).
Treatment programs vary in how they go about treating JMwOS. Early on, many
treatment programs used a strictly behavioral model for treatment in which sensiti zati on
and satiation were used to counter condition deviant stimuli so that they would lose the ir
capacity to reinforce sex ual behavior (Dougher, 1995). Another common model of
treatment is social skill s training. In 1994, Freeman-Longo et al. ( 1994) found that 92 of
ex isting programs used social skills training as a component of treatment. Sex education
is also used as a maj or component of treatment programs (Abel , Osborn, Anthony. &
Gardos, 1992). Probably the most popu lar model of treatment is cognitive behavioral
therapy. Up to 96% of treatment programs use its techniques (Freeman-Longo et at. ,
1994), which focu s on the thinking errors and dysfunctional thought patterns that dri ve
the "sexual assault cycle." Freeman-Longo et al. (1994) also found that 39% of treatment
programs use relapse prevention techniques, which aim at increasing self-awareness and
control. In recent years researchers have also been looking at the utility of medication as
a component of treatment of JMwOS (Lehne, Thomas, & Berlin, 2000).
Today, more programs are moving toward multimodal treatments, as more
comprehensive treatments are being recommended by researchers, and are mandated by
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practice standards (Marshall, & Pithers, 1994 ; NOJOS, 1996). For example, the Western
Region Division of Child and Family Services (1996) stipulates that treatment programs
include the following in their treatment of JMwOS : (a) cogniti ve strategies, (b) ski ll s
development, (c) behavioral strategies, (d) sex education, (e) group therapy , (f)
individual therapy, (g) family therapy, (h) adjunct therapy as needed, and (i) recreation .
Of particular note a re the stipul ations for family and other multisystemic therapies
in the treatment of JMwOS. As research on JMwOS has accrued, the picture that has
developed shows juvenile sexual offending to be a complex , multidetermined
phenomeno n, existing in and affecting the larger system surrounding the victim and the
offending juveni le. Thus, many researchers have emphasized that successfu l treatment of
JMwOS requires famil y and multisystemic therapy. Because one of the primary goals of
residentia l treatment is to place the adolescent back in thei r family of origin , if possible ,
fami ly therapy in particular is seen as a crucia l component of successful treatment of
JMwOS. By working with the family system, fami ly therapists can help eliminate
patterns that may have contributed to the adolescent's offend ing behavior, and can help
the family become the supportive network that the ado lescent needs upon returning to the
family and comn1w1ity systems at the completion of treatment. As Swenson et al. ( 1998)
have argued,
[The prevailing individually oriented] treatment approaches for adolescent
sexual offenders may not be effective for several reasons. First, these
models do not address the known correlates of adolescent sexual offending
in a comprehensive fashion. Second, ex isti ng treatments do little to
change the natural env ironments (i.e., social ecologies) of yo uths in ways
that support the deve lopm ent of healthy adaptation and attenuate risks for
reoffending. Third. studies of individually oriented treatments for other
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types of seri ous anti social behav ior. .. have not demonstrated
effectiveness. Rather, we propose that multifaceted treatments that
address the known ri sk factors for sex ual offending with eco log ical
val idity hold the most promi se for obta ining successful outcomes with this
challenging popu lation . (p. 330)
Multisystemic and family therapies have been shown to dramatically increase the
effectiveness of treatment of JMwOS . In one study, Borduin, Henggeler, Blaske, and
Stein ( 1990) compared mul tisystemic therapy, designed to treat ado lescents in contex t of
fam ily and peer relationships, to individual therapy. Subj ects were randomly assigned to
one of the two treatment modalities. Recidivism data gathered on the subj ects 2 1 to 49
months following treatment indicated that 12.5% of the boys who had received
multi systemic treatment had been rearrested for a sexual offense, com pared to 75% of the
control group who had been rearrested for sex ual offense. A study conducted by Hains,
Herrman , Baker, and Garber (1986) compared different o utcomes of multi systemic verses
individual treatments. They found that, according to pre- and posttreatment scores on the
Ado lescent Probl ems Inventory, those who had received multi system ic treatment made
significantly larger improvements in soci al competency. Mazur and Michael ( 1992)
looked at the effectiveness of their treatment program in which caregiver participati on
was a primary component. Six months following treatment, none of the subjects reported
having reoffended, although most did report that the opportunity to reoffend had
presented itse lf.
While several studi es have concluded that multisystemic and family therapies
improve the effecti veness of treatment of JMwOS, these studies are often riddled with
methodological problems that bring the validity of their findings into question, such as
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small sampl es, no co ntrol gro ups, and short fo llow up periods. Nevertheless, many
researchers maintain that families are vital to successful interventi on, and that they are
too often left out of treatment. As Worling and Curwen (2000) have commented,
Although we do not view fami lies as responsible for the ado lescent' s
choice to commit a sex ual assaul t, we believe that the famil y is an
important system in the ado lescent' s li fe and that the most significant
change will result from family participation, wherever possible. (p. 968)
With the problem of juvenile sexual offending being recognized and
conceptualized sufficientl y to warrant spec iali zed intervention, hundreds of treatment
programs began springing up across the country in the early 1990s. Now it is imperative
that the effectiveness of those programs be evaluated. Being able to evaluating the
effecti veness of these programs may be important in justifying their continued funding.
And on ly through evaluation can treatment programs ensure that they are successfull y
working toward the goal of reduci ng or eliminating juvenile sexual offend ing from
society.

Treatment Evaluation
Obviously, not all juveniles who offend will benefit from treatment. Still , those
who work with JMwOS are required to determine which interventions are most effective
(American Association for Counseling and Development, 1988 ; American Association
for Marriage and Family Therapy, 199 1; American Psychological Association, 1992), and
the Nat ional Task Fo rce on Juveni le Sexual Offending ( 1993) recommend s that program
evaluat ion is an important element of an ideal intervention . Treatment programs have
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typically been eva luated in two different ways: through program implementation studies
and through outcome studies.

Program implementation. With the difficulties of outcome research, treatment
evaluators have recently broadened the foc us of treatment evaluation to include progra m
implementation . Smith ' s ( 1995) argument makes the case for including implementation
studi es in treatment evaluation efforts:

It makes little sense to conduct outcome evaluations or make attribution s
to programs that fail to implement program goals because they are chaotic ,
poorl y sta ffed, fail to provide ed ucati onal or therapeuti c interventions of
sufficient length or intensity. and so forth. (p. II )
The ass umption behind implementation research is that treatment programs that more
closely fo llow their impl ementation guidelines, as defined by various governing
authoriti es, will be more effecti ve in addressing juvenil e sexual offending, and thus
obtain better treatment outcomes.
In a landmark study in the state of Utah, Miller (1997) examined the
impl ementation of seven nonsecure res idential treatment programs. Using an in ventory
deri ved from gu idelines stipulated by governing authorities, Miller interviewed clients
and sta ff regarding implementation in several key areas. While sati sfactory
implementation was found in some of these areas, unsati sfactory implementation was
found in the areas of intake criteri a, treatment goal coverage, and tracking recidivism.
Naturally, if these treatment programs are unable to execute their intended treatment
design, their effectiveness wi ll be sporadic and difficult to measure.
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Treatment outcome . Because the overarching goa l of any treatment o f JM wOS
program is to red uce or eliminate the chances for reoffense, the most common treatment
outcome studi es are studies that attempt to demonstrate treatment effecti veness in terms
of recidivism. As stated previously, recidivism was initi ally defined in the literature as
any subsequent conviction of sexual offense. Later studies broadened the defi niti on to
include subsequent convictions of any other criminal activity (Furby et al. , 1989; Gibbens
et al ., 198 1). Many authors have pointed out that data based on subsequent convictions
severel y underestimate actual rates of recidi vism. Worling and Curwen (2000)
summari zed the argu ment we ll :
An entry in a po lice database for a sex ual offense is dependent on many
factors- in addition to the offender' s deci sion to reoffend. Each sexua l
recidivism entry is contingent on the victim 's willingness to report the
crime, the ability of the police and/or child protection agency to investigate
the comp laint (if the report is made to them), the dec ision of police to lay
charges that reflect the sexual nature of the crime, and the accurate and
timely entry of the charge into a computeri zed database. Of course, when
crim inal conviction is used as the estimate of reoffending, the database
entry is additionally dependent on charges not being dropped or altered to
a nonsexua l charge through plea bargaining and/or on the outcome of the
trial. (p. 977)
Some researchers have tried to get a more accurate assessment of rec idi vism by
using arrest rates instead of conv ictions, arguing that " the errors of commi ss ion
assoc iated with trul y fal se arrests are believed to be far less serious than the errors of
omi ssion that wou ld occur if the more stringent standard of conviction were required"
(Blumstein & Cohen, 1979, p. 565). However, Abel et al. ( 1987) indicated that arrest
rates may also severely underestimate actual recidivism by demonstrating that the
probability of being arrested for any given sex ual offense is only 3%. Based on thi s
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findin g, the number of arrests that actua lly resulted in a conviction would be even lower,
and would therefore render the measure all but useless . Compounding thi s problem
further is the fact that while some JMwOS leave their state after treatment, most
recidivism studies have examined only local o r state criminal reco rds.
Other studi es have tri ed to measure recidivism by using self-report data. While
the honesty of self-reported recidivism rates has been called into question (Weinrott &
Saylor, 1991), some researchers have been surprised to find that self-reported rates of
recidivism actually exceeded those fo und in c riminal records (Bremer, 1992).
Because most treatment program s are relatively new, recidi vism has typically
been measured wi thin 10 years of treatment completion . Whil e many agree that most
reo ffe nses occur in the first few years fo llowing treatment, longer follow-up periods are
need ed in order to get a more accurate assessment of rec idi vism , because significant
reoffenses can occur for up to ten years or more (Doren, 1998; Hagan & Gust-Brey ,
1999).
Taken as a whole, evaluation studi es that use recidivism as a measure of treatment
outcome have obtained mixed results, largely due to methodological problems. Despite
the problems in the existing body of recidi vism research , the general view is that
treatment is at least somewhat helpful , especia ll y comprehensive treatments that
emphasize cognitive-behavioral interventi ons and family invol ve ment.
Recidivism alone is an inadequate method of assess ing treatment effectiveness.
Instead, a multia-modal approach to evaluation may provide a better picture. For
example, some researchers have used the plethysmograph, an instrument used to measure
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arousal response, as an additional measure of treatment outcome (Hanson & Bussiere,
1998). However, phallom etric measurements have not become as popular, because many
question the ethics of using such a measure on ado lescents (Barbaree et al., 1993; Camp

& Thyer, 1993 ; Worling, 1998). Whil e debates co ntinue about thi s and other outco me
measures, researchers have recommended that treatment evaluation studi es begin look ing
at program implementation and the effectiveness of specific components of treatment,
rather than amassing more data on recidivism and treatment in general (Marques, 1999).
In summary, treatment evaluation has traditionally invo lved program
implementation studies, which measure a program 's ability to operate according to its
intended design, and outcome studies, which typically measure recidivism rates to
demonstrate treatment. Implementation studies, in and of themse lves, say very little
about whether or not the espoused interventions are successful in eliminating recidi vism
among JMwOS . Outcome studies have been riddled with methodological problem s and
are likewi se ineffective as solitary measures of treatment effecti veness. Before an
accurate picture of treatment effectiveness can emerge, more perspectives on treatment
must be observed.
Treatment effectiveness the client perspective. Cli ents have a unique and
valuable, but often overl ooked perspecti ve on thei r pathology and its treatment. Applying
general systems theory to the treatment of JMwOS , the central importance of the client
perspecti ve becomes apparent. One premise of system s theory is that human beings act
towards things on the basis of the meanings those things have for them. Thus, a client 's
behavior toward or resulting from treatment (e .g. , recidivistic or nonrecidivi stic beh avior)
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is determined by the meaning that treatment has for them, or the meanings that they were
able to derive from treatment in general, and from spec ific components of treatment.
Thus, more than any other perspecti ve, the client' s own perspective is most valuable in
understanding their behaviors, and in particular, which aspects of treatment are most
meaningful to them in their conti nued efforts not to recidivate.
Outside of the field of juvenile sexual offending, the adolescent perspective has
been considered important in research (Cobb, 2001). For example, adolescent
perceptions are commonly examined in parenting literature (Lloyd, 2000; Openshaw.
Rollins, & Thomas, 1984). While studies incorporating the perspecti ves of adolescent s
are fewe r in the juvenile sexual offending literature, they do exist. Mentioned previous ly
were the studi es of DeMartino ( 1988) and Eastman and Evans ( 1996), whi ch considered
the cli ent perspective important in exam ining the characteristics of families of JMwO S.
Other profiling literature has considered the perspecti ve of JMwOS important as well
(Barham , 2001 ). Bremer ( 1992) was the first to study rec idi vism using the cli ent
perspective. Surpri s ingly, self-reported reoffen se rates were higher than those obtained
through criminal records, lending to the viabi Lity of adolescent perspective. As
previou sly noted , however, recidi vism is an ineffective outcome measure by itself.
Of parti cul ar interest in the current study wi ll be the client perspective on vari ous
components of the ir treatment, because researchers have recommended looking at
specific components of treatment instead of treatment in general (Camp & Thyer, 1993;
Worling & Curwen, 2000). Bemou (1998) conducted a study in which emotionally
disturbed ado lescents in res idential treatment centers were asked to evaluate various
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aspects of their treatment. Whil e the juvenile subj ects of her study were not identified
specifically as having offended sexually, the study showed the importance of obtaining
the c li ent perspecti ve. By obtaining the clients' perspective on their treatment, she was
abl e to identify that what the clients valued most about treatment were their relati onships
with staff and other residents. Miller ( 1997), working within the realm of treatment of
JMwOS , had similar findings. Both of these studies, however, obtained the perspectives
of clients currently in residence at their respecti ve treatment faciliti es, instead of those
clients who had previously left treatment. The perceptions of clients who have graduated
or left treatment wo uld be more meaningful , as the lapse of time since treatment wou ld
all ow the clients to identify which components of treatment have been most help fu l in
their efforts to not recidivate since leav ing treatment. Moreover, only data obta ined fro m
form er cli ents will a llow co mpari sons to be made between those who graduated from
treatment and those who did not. Onl y one study was found that utili zed former juvenile
client perceptions to identi fy specific components of treatment that wo rked well (BrandtDe Moss, 2000). Thi s study, however, looked at the experiences of delinquent
adolescents invo lved in family-based treatment programs, and the subjects were not
identified as having offended sexually.
Gi ven the complexity and confounding factors related to treatment of JMwOS
evaluation, even we ll-designed outcome studi es make on ly a limited contribution to the
empirical knowledge base for treatment of JMwOS . The current body of literature
recommends that a multimoda l assessment be used instead. In particu lar, it has been
recommended that, rather than looking at treatment outcome in general, specific
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compo nents of treatment be examined in order to identify their effectiveness in successful
treatment. One way to evaluate speci fie components of treatment, versus treatment
outcome in general, is by asking former clients which components of their treatment they
found to be particularly helpful. While there are current ly no published studi es that have
addressed this overlooked method of evaluating treatment of JMwOS, former clients'
perceptions of their own treatment programs may provide valuabl e insights into the
effect iveness of treatment of JMwOS.

Juvenile Males Who Offend Sexually: The Utah Perspective

For the most part, juvenile sexual offend ing in Utah paralleled the national
developments just described. Between 1974 and 1978, fewe r than 20 court referrals for
juvenile sexual offend ing were made in any given year (Matsuda, Rasmussen, & Di bbie,
1989). In 1984. the number of referrals had increased to over 220 , and 740 juveni les
were reported for sex offenses in 1992 (Barbaree et al. , 1993). It has been estimated that
Utah juveniles are responsible for approx imately 30 to 50% of all child sex ual abuse
cases reported in the state (Graves, Openshaw, Ascione, & Ericksen, 1996). The
dramatic increase in referrals over thi s span of 18 years is comparable to what was
happening nationally, and can be largely attributed to the increased awareness of the
problem of juvenil e sexua l offending.
As occurred nationally, the increase in awareness and understanding about the
prevalence and harmful effects of juvenile sex ual offending has lead to the formation of
organi zations in Utah ded icated to its further conceptuali zation and treatment. The Utah
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Task Force on Juvenile Sexual Offending was created by the Fifth Di strict Court in 1987
(Matsuda et a!. , 1989). In response to the Task Force ' s identifi cation of an urgent need
fo r treatment programs and ongoing evaluation of the JM wOS population , the statewide
Network on Juven iles Offending Sexually (NOJOS) was formed in 1988. From its
inception, NOJOS has been dedicated to providing information to programs regarding
effective treatment of JMwOS. NOJOS published a plan for the treatment of JMwOS
which outlined eight levels of treatment. Juve niles with minor offenses are allowed to
stay at home, and under level one treatment they recei ve brief counseling and no co urt
involvement. Ju veniles in level eight treatment, on the other hand, have an average of
eight fe lonies and 18 mi sdemeanors, and therefore are placed in a secure residential
treatment facility (NOJOS , 1996). In 1994, the plan was expanded to include profiles of
those who offend to assist in the accurate placement of JMwOS in the appropriate level of
treatment (see Table I) .
Juvenil es in leve l six treatment are described as " having d isplayed predatory or
fixated patterns of offending (setting up their victim s by bribes, threats, and so forth );
sometimes using force or weapons in commi tting their sex offenses; and having a
propensity to sexually act out with same-aged peers bes ides their victims" (NOJOS , 1996,
p. 15). The Western Reg ion Divi sion of Child and Fam ily Services sets standards for all
aspects of level six treatment programs, including intake procedures, treatment
modalities, supervision, staff qualifi cations and trai ning, and cli ent aftercare . Due to the
mode rate ri sk leve l six juveniles treatment are to the community, Western Region DCFS

30
( 1996) standards spec ify that they receive inte nsive treatment in a residential setting (o utof-h ome) with maximum nonsecure supervision.

Table 1

The NOJOS (1996) Typology ofJuveniles Who Offe nd Sexually
Leve l
One

Charac teristics
Youn ge r ado lesce nts

No previ ous reported history of sex ual actin g out
Sex ual incidents are isolated, exploratory, and situational in natu re
No use o f coe rcion o r vio lence

Two

Littl e or no history of prior sex ual actin g out behavior
More ex tensive pattern s of sexual be hav ior (e.g., greater number of offen ses and victims when
compared to level one) with yo unger children

Three

Som e patt erned and repetiti ous sex ual offenses

May have similar sex ual patterns as in leve l two, but ex hibit more ex tensive be hav ioral and
emotional pro blems
Four

More se ri ous th an level th ree
Ado lescents who have d isplayed predatory patterns of offendin g, used fo rce or weapons in
comm itti ng their offenses, shown propens ity to act ou t w ith same-aged peers, and/o r displayed
ac ute or chroni c psychiatric di sturbance

Fi ve

Ado lescent who prese nts a significant co ncern to th e co mmuni ty of whom ve ry littl e
informati on is known

Six

Pattern ed, repetiti ous sex ual offe nses and actin g out behavior
May have displayed: (a) predatory or fixa ted pattern s of offending, (b) use of fo rce or
weapons in committing their sex offenses, and/or (c) a pro pensity to sex ually act out wit h
sa me-aged peers besides th ei r victi ms
May also be appropriate for adolescents with extensive behavioral and emotional problems.

Seven

Me nt ally ill offenders demonstrating psychoti c processes, self-destructi ve behav ior, and/or
severe aggress ion
Offenses may be a single, un pred ictable, uncharacteri stic act or pattern s of bizarre and/or
ritu alisti c acts

Eig ht

Typica ll y have an average ofS fe lonies and 18 misdemeanors
Sexu al o ffen ses are pattern ed an d repetiti ous
Ha ve d isplayed predatory or fi xated pattern s of offendin g, use o f fo rce or weapons in th eir
offe nses, and/or a propensi ty to sex ually act out with same-aged pee rs bes ides their victim

31

In Utah, very little research has been dedicated to evaluating treatment
effectiveness. A few outcome studies have looked at recidivism among JMwOS (Barlow,
1998; Bench, 1995; Miller, 1997). However, due to various methodological limitations,
these studies were only able to conclude that graduates of treatment programs appeared
less likely to recidivate. Bench, among others, sees a need for more recidivism research
in the state of Utah. Only one program implementation study was found to have been
conducted in Utah (Miller). There are currently no published studies, either in Utah or
nationally, that have attempted to evaluate the effectiveness of treatment of JMwOS by
obtaining the perspective of former clients.
The Utah Division of Youth Corrections (DYC, 2000) seeks to promote ongoing
research and evaluation of treatment programs. Dr. D. Kim Openshaw and hi s
co lleagues, established clinicians and respected researchers in the area of juvenile sexua l
offending, were se lected by the DYC to conduct research designed to identify which
components of treatment are most effective in reducing recidivism among level six
JMwOS in the state of Utah. Thi s study was an integral part of this research effort in that
it attempted to evaluate treatment effecti veness by obtaining former clients' perceptions
regarding the effectiveness of specific treatment components in helping them refrain from
recidivating. The results of this study , taken together with data reported by other outcome
and implementation studies, may provide a more complete and clear picture of the
effectiveness of treatment of JmwOS .
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Summary of Literature and Purpose o f Thi s Study

In summary, early efforts to recognize and conceptualize j uvenile sex ual
offending fo ste red an expansive network of profess ionals and organizations committed to
deali ng with thi s societal probl em. The resultant proli feration of treatment programs in
the 1990s has created a large demand for evaluating the effective ness of treatment.
Because treatment program s depend largely on state and federal sources of fu nding, th ey
must be ab le to demonstrate that the treatment modalities they espouse are effective . In
li ght of recent cuts in program fundin g and the disturbing report by the Safer Society
Foundation (200 I b) that the number of existing treatme nt of JM wOS program s has
dropped to 818 (4 1%) since the last official co unt in 1996, the case for need ing to
demonstrate the effectiveness of treatment is made. T herefore, program eva luation will
conti nue to be fundamental to the futu re success of treatment of JM wOS .
Program evaluati on must not rely on traditional impl ementation and outcome
studi es alone. To get an accurate picture of treatment, information should be co llected
from as ma ny sources as possible. One overl ooked source of information is the unique but
valua ble pe rspecti ve of the cl ients themselves. Because JMwOS behaviors subsequent to
treatment will be determined largely by the mea nings they derived from treatme nt,
obtaining the client perspective is of utmost impmtance. By obtaining the individual
perspectives of fo rmer clients a more complete picture of treatment of JM wOS
effectiveness may emerge.
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Given the cost and time commitment of comprehensive treatment programs, and
given the limitations of traditional evaluation measures, there is a great need to examine
the effecti veness of various components of treatment, rather than looking at treatment
outcomes in general. The Utah Division of Youth Corrections has recently commissioned
Utah State Uni versity to undertake efforts in thi s regard. In determining which aspects of
treatment are perceived by the clients to be most beneficial, examining the rol e of family
therapy in treatment will be of particular interest. Obtaining the perspective of clients
formerly referred to Utah level six treatment facilities regarding their treatmemmay help
us better understand what components of treatment are most beneficial in preventing
recidivism.
As Hanson ( 1995) noted, however, no single study can determine the specific
mechanisms that reduce the risk of sexual offense. Rather, this knowledge will emerge
from a collection and synthesis of data from nwnerous treatment evaluation studi es. The
findings of thi s study , combined with the results of other outcome and implementation
studies, will yield va luable in sights that may ultimately improve the effectiveness of
treatment and reduce the harmful costs of juvenile sex ual offending. The purpose of this
study , therefore, is to examine the effectiveness of treatment of JMwOS by obtaining the
perceptions of former Utah level six clients regarding their treatment.
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CHAPTER Ill
METHODS

This study was designed to evaluate the effectiveness of the various components
of Utah level six treatment for JMwOS by obtaining the perspective of form er clients.
The resu lting recommendations were intended ( I) to increase professional knowledge
about what is most effective in the treatment of JMwOS, (2) to provide informati on to
directors that wi ll help them make their treatment programs more effective , including the
use of collateral therapy as an integral compo nent of comprehensive treatment, and (3) to
make recommendations to serve those who wo uld like to conduct similar research of their
own.

Sample

This project employed a pilot study to examine the appropriateness and clarity of
the items of the instrument. Based o n the feedback received from juveniles and
cl inici ans, appropriate revi sions were made before using the instrument with the primary
sampl e.

Pilot Study Sample
The pilot study consisted of a convenience sample of20 clients in-residence at a
Utah level six treatment program. Two level six residential centers were used in the pilot
study: Wasatch Mental Health and Yo uth Trek. Cl inici ans from each facility selected ten
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youth to act as participants in the pilot study. The participants from these residential
centers were not included in the sample drawn for the primary study.

Primary Study Sample
The population represented by the sample of the primary study consisted of all
JMwOS who had been discharged from Utah level six treatment programs between
January 1994 and January 200 I. Based on estimates given by agency administrators, the
potential subject pool was estimated around 150 former clients. It was impossible to
determine what the response rate to the invitation to participate would be, however, the
researchers aimed to have 60 subjects complete the instrument, including fo rmer clients
who had left treatment having successfully graduated as well as those who had left
wi thout grad uating.
The agenc ies participating in the study provided only modest levels of
cooperation, probably due to lack of incentive and limited amount of resources they were
able to ded icate to the project. The researchers enlisted a representative of the Di vision
of Youth Corrections to assist the agencies where possible. The researchers, with the
support ofNOJOS, also offered $10 Media Play gift certificates as incentive for those
subjects who vo lunteered to participate in the study. Sti ll , limited resources, poor record
keeping, and lack of a tracking system for JMwOS in general made it difficult for the
researchers to obtain a representative sample. Early on during data collecti on the
researchers solicited the participation of additional Utah level six treatment centers. All
respondents that signed a letter of informed co nsent were included in the analyses. The
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resu lting sampl e for the primary study consisted o f 20 former clients of Utah level six
treatment programs. Results must be interpreted with caution due to the limited sampl e
obtained in thi s study.

Elhnicity. Nineteen of the 20 subjects reported their ethnicity. These 19 included
16 Caucasians, 2 Native Americans, and I subject of Asian ethnicity. This breakdown is
similar to that of previous Utah studies of individuals who sexually offend (Bench, 1995),
in wh ich the vast majority were Caucasian.

Religious affiliation. Fourteen respondents indicated specific reli gious affi liati on.
Of these fourteen, 12 reported belonging to The Church of Jesus Christ of Latter-day
Sai nts (Mormon), one reported himself as Baptist, and one reported himself as Chri sti an.
One respondent reported himself as atheist, and five respondents said they had no
reli gious affi li ati on.

Age and student s/atus. The subjects ranged from 13 to 19 years old, and were
16. I years old on average. The researchers had anticipated that the average age would be
substantially higher. Thi s unforseen limitati on was probably the result of the increased
difficulty of locating former clients over time. Seventeen subj ects (85%) reported being
ful l-time students.

Time in treatment and time since treatment. Respondents reported having spent
an average of 12.5 months in their last treatment program, and having been out of their
last treatment program for an average of 8.6 months. Only 6 subj ects reported havi ng
left their last treatment program prior to January 200 I, the date requested by the
researchers for se lecting the sample. Sixteen of the subjects reported themselves as
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currentl y living in a treatment program, two s ubjects were li ving with famil y at home, one
with a proctor family , and one with a foster family. Six of the 16 subjects residing in
treatment also reported themsel ves as having graduated from treatment. This unexpected
characteristic of the sample probabl y came as a result of former graduates who, having
reoffended , were sent to another treatment program. This also suggests the difficulty of
tracking former clients, as it appears that it was much easier to locate those who had left
treatment only to enter another, or who had reentered treatment after reoffending. This
limitation further skews the results of this study, and may therefore explain the high
recidi vism rate reported .

Recidivistic behavior. Recidi vism in this study was generally defined as any
sex ual or nonsexual crime committed since leaving treatment. Eleven subj ects (69%, n

~

16) reported having recidi vated either sexually or nonsexually. This study also
differentiated between sexual and nonsexual recidivism. On the item asking about
nonsex ual recivistic behaviors, I 0 subjects (56%, n

~

18) indicated having rec idi vated

since leav ing treatment. The most frequently reported of these behaviors was theft. On
the item asking about sexual recidivi stic behaviors, 7 subjects (44%, n

~

16) indicated

having engaged in sex ual rec idi vistic behaviors since leaving treatment. Reporting of
sexual recidivistic behaviors was even ly distributed between frottage, voyeuri sm, and
exhibitionism . Despite the confidentiality of the study, recidivism may have been
underreported for fear of being caught. Recidivistic behaviors may also have been
lessened by the fact that most of the subjects were living in treatment facilities at the time
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of compl eting the instrument, where constant supervision would greatly reduce the
likel ihood ofreoffense.

Instrument

The Sex Offender Structured Interview Method (SOSIM ) was developed by a
group of experts, including the NOJOS consortium, consisting of clinicians, research
consultants, law enforcement officers, and graduate students. The questions that make up
the in strument were designed to gather information in several key areas: demographics,
soc ial desirability and validity, perce ived treatment effectiveness, and post-treatment
behavior. Each of these areas, in turn , is di scussed below (see Appendix A fo r the
complete instrument).

Demographic Data
Demographic data were collected for co mparison purposes. The demographic questi ons
asked about the subject' s age, race, rel igiosity, education and employment status, and
living and marital status. No questi ons were asked that would breach the confidentiality
of the subject.

Social Desirability and Validity
Thi s section consists of 30 items that were added to the SOSIM from the K scale of the
Minnesota Multiphasic Personality In ventory-A (Hathaway & McKinley, 1967; hereafter
referred to as the MMPI-A). These items are di spersed in different sections of the
inventory to both break up the nature of the questions being asked, as well as to cause a
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refocusing on the items to follow . These MMP I-A items attempt to assess intentional
deceit or lying on the part of the respondent. The subjects answered these items by
responding "Yes," or ·'No" to each of the 30 questions.

Perceived Effectiveness ofTreatment
Thi s section was designed to assess former clients' perceptions about the effecti veness of
various aspects of their level six treatment. Question areas included staff involvement ,
therapist involvement, peer involvement, collateral therapy, and other components of
treatment.
The internal consistency of the items within the therapist, staff, and peer sections
of the instrument was determined. Cronbach 's alpha for the therapist items was .90, for
the staff items, .80, and for the peer items, .90. The items in each of these areas were
therefore summed, creating one continuous variable each for the analysis of therapi sts,
staff, and peers.

Posl/reatment Behavior
The final section of the instrument was designed to assess the fo rmer cl ients ' level of
rec idi vism. This section asked about clients' criminal sexual and nonsexual behaviors,
and their use of existing support structures such as friends and famil y. Sex ual and
nonsexua l recidivistic behaviors were treated separately.

Psychometrics. The items developed for the SOSJM were cri tiqued by members
ofNOJOS , and revis ions were made in accord ance with the suggest ions provided.
Impro vements to the instrument suggested by the pilot study were also implemented. The
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validity and reli ability of the instrument was determined in thi s study. However, by
review of the said experts, it appeared to have face validity. The MMPI-A K scale
included in the SOSIM has good reliability (r

=

.75) and internal consistency (coefficient

alpha range is .70- .73).
Procedures

Ethical Co nsiderations
Institutional Review Board approval. Approval of this study was obtained from
two Institutional Review Boards (IRBs) before the project's inception, namely , the IRB of
Utah State University, followed by the IRB of the Utah Department of Human Services.
A copy of each IRB 's letter of approval is located in Appendix B. Recommendations
made by each IRB were incorporated in the study prior to its implementation.

Informed consent and conjidentialily. Informed consent was obtained from each
participant prior to admin istering the instrument (see Appendix C for the letters of
informed consent). With both the pilot and the primary study, participant confidentiality
was protected. Data were gathered by employees of the respective participating facilities.
No identify ing information was included in the data. Pilot data were not included in th e
primary study. Data collected from the study is being kept in a sec ure file cabinet by the
primary investigator of the study.

Pilol S1udy
The SOSIM was an untested instrument, and as such, a pilot study all owed the
researchers the opportunity to receive feedback prior to implementing the instrument with
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the primary study sample. While the SOSIM was constructed by experts in the fi eld of
juvenile sexual offending, it was difficult to determine if the questi ons asked would be
understood by the participants. A rhetorical review by a representati ve sample of subjects
for whom the instrument was designed provided feedback about questions that may have
been confusing or mislead ing.
Four questions identified the purpose for, and guided the pilot study. First, are all
items included in the instrument critical in answering the questions posed by thi s study?
Second, is the instrument of appropriate length so as to maintain the participant 's interest
in completing it? Third, are the questions worded so as to avoid confusing or mi slead ing
the partic ipant, so that respondents wi ll be less likely to not respond or to respond
inappropriately? Finally, are the questions wo rded so as to minimi ze the possibility of the
subj ects ex periencing negative reacti ons to th e items of the instrument?
An alternate version of the SOSIM was used for the pil ot study because many of
the questions in the SOSIM were designed to get a former client 's post-treatment
perceptions. Because the subjects of the pilot study were in-res idence at their respecti ve
treatment centers, participants were asked to imagine themselves having successfull y
graduated from treatment, and then to answer the questions "as-if' they were reflecting
back on their treatment. This change in the admini stration of the pil ot study did not affect
the nature of the questions to be asked, and therefore, did not hinder the pilot study ' s
abil ity to fulfill its purpose as explained above.
Therapists of the respective facilit ies se lected potential subj ects to participate in
the pilot study. The selected subj ects participated under their own vo lition, after signing
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a letter of informed consent. If potential subj ects were under 18 years of age, their
parents were also asked to sign a letter of informed consent. After receiving the
necessary consent, subjects were given the instrument. Participants ' feedback was
collected and reviewed by the researchers. Changes were then made to the instrument as
necessary.

Primary Study
Two level six programs (Birdseye and Weber Human Services) were contacted,
and verbally consented to assist in the data co ll ection . Employees of the abovementioned leve l six treatment programs were asked to call all former residents who left
the respective program between January 1994 and January 2001 . Speaking directly to the
former client, the employee briefly described the intent of the study , and invited them to
participate in the research project. Former residents indicating their interest to participate
in the research project were then sent a letter of inform ed consent, with a se lf-addressed,
prestamped enve lope for returning the signed letter of informed consent. Parents of
subj ects who were still under 18 years of age were likewise call ed, and informed con sent,
in written form at, obtained.
Fo llowing receipt of the signed letter o f informed consent, the employee sent each
subj ect the SOS1M instrument with a self-addressed, pre-stamped return enve lope . Upon
receiving the instrument back from the subject, and making sure no identi fy ing
information was found therein, the employee fo rwarded the comp leted instrument to the
researchers fo r ana lysis.

43
The participating agencies did not prov ide the researchers with information
regarding how many letters of informed consent were actually sent or returned . Due to
the modest leve l of involvement by these agencies, add itio nal Utah level six treatme nt
programs were contacted and asked to participate in the study due to the limited numbers
of subj ects that the prev iously solici ted programs were able to locate. Additional data
were so licited fo llowing the same procedures outlined above. Data were kept by Dr . D.
Kim Openshaw in a locked file for additional analyses or compari sons. All data were
group analyzed with reporting of the findings as group data.

Analyses

An underl ying assumption of thi s study was that former clients, having had
opportunities to rec idivate, have chosen not to do so . T he goal of this research was to
identi fy what ro le, if any, specifi c components of treatment played in forme r clients'
effort s to not recidivate. This information was obtained by ask ing former clients their
perceptions regarding the effectiveness of various components of leve l six treatment in
their efforts to no t recidivate . Unfortunately, the small sampl e size severely limited the
abili ty of this study to provide conclusive answers to its main research questions.
The first research question to be analyzed was " Is Utah level six treatment of
JMwOS effective?" The hypothesis to be tested in conjunction with thi s quest ion stated
that graduating from treatment wou ld have no effect on subseque nt rates of recidi vism.
This question was answered by using chi-square to compare graduates to non-graduates in
terms of self-reported recidi vism .
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The second research question to be analyzed was " What. in the perception of the
cli ents, are the most effective components of Utah level six treatment of JMwOS ?" The
hypothesis to be tested by thi s question stated that all components of treatment would be
perceived to be equally effective. This question was answered using a Friedman test to
compare mean rank scores where subjects were asked to rate the effecti veness of various
treatment components on a 5-point Likert sca le. Descriptive stati stics were gathered , and
pairwise compari so ns cond ucted , to identi fy the difference in how subjects perceived
therapists, staff, and peers. This question was also answered qualitatively by analyzin g
responses to questions in which the subjects explained why or how specific components
of treatment were helpful in their subsequent efforts to not recidi vate.
The third research question to be analyzed was " Is there a difference between
perceptions among graduates and non-graduates as to the effectiveness of various
components of treatment?" The hypothes is stated there would be no difference between
the perceptions of grad uates and non-graduates. A Mann- Whitney test was used to
compare the mean rank of graduates and non-graduates in terms of perceived
effecti veness of the individual components of Utah leve l six treatment. A /test was also
used to identify differences in how grad uates versus non-graduates perceived therapi sts,
staff, and peers.
Of parti cular interest to the researchers was the fourth questi on to be anal yzed,
whi ch asked, "How effective is collateral therapy as a component of Utah leve l six
treatment of JMwOS?" The hypothes is tested stated that collateral therapy would have
no im pact on the effectiveness of treatment. This question was analyzed by using chi-
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square , as well as a /test comparing the amount of collateral therapy clients parti cipated in
during treatment to se lf-reported recid ivism and graduati on. The question was also
evaluated quali tatively by analyzing responses o btained to the question, " In what way was
invo lvement of family or significant others in therapy helpful or not helpful ?"
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CHAPTER IV
RESULTS

Effectiveness of Utah Level Six Treatment Programs

Recidivism
In evaluating recidi vism , II subjects (69%, n = 16) reported having engaged in
sex ual or non sex ual crimina l behaviors since leaving treatment. Of the seven who did not
recidi vate either sexually or nonsexually, five were graduates .
Regarding nonsexual rec idivistic behav ior, I 0 subj ects (56%, n

=

18) reported

having been invo lved in criminal nonsexual acti vity since leaving treatment. Six of these
I 0 were nongraduates (J( I, n = 18)

=

.90, p

= .34).

Because of the sma ll sample size,

50% or more of the chi-square cell s had expected counts less than five, requiring caution
in interpreting these results. Whil e the chi-square value was not significant, it is worth
noting the general trend suggesting that there were fewer graduates recid ivating than
nong raduates. Though the trend needs to be confirm ed by addi tio nal research, these data
provide some evidence, wi th limitations considered, that treatment programs may be
effective in preventing some non sexual recidivi sm, altho ugh the rec idivism rate indi cated
by the data is sti ll very hi gh.
Regarding sexual recidivistic behavior, seven subj ects (44%, n = 16) reported
havi ng been involved in criminal sexual activity since leaving treatment. Three of these
were non-graduates (J(I , n = 16) = .00, p

=

.95). Again, the chi-square value was not

signifi cant. The general trend noted above for nonsexual recidi vism did not hold true for
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sexual recidivism ; instead , these data suggest that graduates were more likely to
recidivate sexually than were non-grad uates. These data must be interpreted with caution
due to the small sample size.

Perceived Effec tiveness ofTreatment Components
Fifteen subjects responded to the 5-point Likert items regarding the effectiveness
of the nine treatment components. The values of the nine components we re ranked from
one to nine for each of the fifteen cases, using the Fri edman non-parametric test. The
mea n ranks (reported herein as MR) resulting from the Friedman test showed indi vidual
therapy was perceived as the most effecti ve of the nine components of treatment (MR =
6.50). By far the least effective component was drug and alcoho l treatment (MR

=

I .77)

(see Table 2). These results were supported by the responses given to qualitative item s,
wherein eight (47%, n = 17) respondents named indi vidual therapy as the most help ful
component of treatment. The reasons given for this selection had the comm on theme o f
being able to ta lk more easi ly in a one-on-one setting; " I felt like I cou ld open up more ,"
and " I had a hard time talking in a group" were common responses. Still, group and skill
development were not ranked far behind indi vidual therapy. Seven respondents (50%, n
=

14) named drug and alcohol treatment as being the least effective component of

treatment, saying they had no need for it because they did not have drug and alcohol
problems.
Descriptive stati stics were gathered to compare the subjects ' ratings of their
therapi sts (X = 44. 35, SD

= I 0.1 5), staff (X = 41.45 , SD = 11.18), and peers
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Table 2
Perceived Effecliveness ofComponen/s ofTrea/m enl

Components of Treatment

Mean

Std. Dev.

Mean Rank (n= 15)

Individual therapy

4.60

.83

6.50

Skill development

4.40

.99

6.20

Group therapy

4.47

.64

6.03

Sex education

4.13

1.36

5.57

Schoo l

4.27

.96

5.50

Sexual victimizat ion group

4.13

1.36

5.40

Co llateral therapy

3.40

1.64

4.17

Encounter groups or home groups

3.53

1.30

3.87

Drug and alcohol treatment

2. 13

1.30

1.77

( X= 35.35, SD = 7.46). These data suggest that clients perceive therapi sts as being
sli ghtly more helpful to level six treatment than staff, and staff more so than peers.
Resu lts from pairwise comparisons showed a significant difference between ratings of
peers and staff (X difference = 6. 10, SE = 2.42 , p = .02) and between peers and therapists
(X difference = 9.00, SE = 2.01 , p = .00). While these differences were significant, the

difference between therapist and staff scores was not ( X difference= 6.1 0, SE = 1.62, p =
.09).
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Sk ill s o r knowledge gained from treatment were rated nearly equa l, with the
exception of drug and alcoho l treatment. Th e mean rank for drug and alcohol treatment
was 1.94, whil e mean ranks for each of the other skill s ranged fro m 5.08 to 5. 83 (see
Table 3).
Eleven subjects (79%, n = 14) named drug and alcohol treatment as the least
helpful of all skill s or knowledge gained during treatment. Once again, the reasons given
for thi s were that they had no problem w ith drugs or alcohol. The most common sk ill s or
knowledge li sted as being most helpful included victim empathy(/= 5) and self esteem

Table 3

Perceived Effectiveness ofSkills or Knowledge Gained fro m Treat ment

Skill s or Knowledge

Mean

Std . Dev.

Mean Rank (n- 18)

Sex ual offending cycle

4.22

1.35

5.83

Developing supporti ve networks

4 . 11

1.32

5.47

Relapse prevention

4 .22

1.66

5.42

Understanding thinking errors or
cogniti ve distortions

4.17

1.04

5.42

Pos iti ve social relations

4 .22

.943

5.39

Victim empathy

4 .06

1.39

5.28

Self esteem build ing

4 . 11

.832

5. 17

Sex education

4 .06

1.21

5.08

Drug and alcohol treatment

2.06

1.43

1.94
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building(/= 3). Victim empathy helps clients develop the ability to show respect and
establish appropriate boundaries through understanding the impact of their perpetration
on another.
Mothers were rated as most influential in helping JMwOS progress in treatment

(MR = 11.26), followed by therapists (MR = 11.00), staff(MR = 10.97), peers (MR =
8.88) and fathers (MR = 8.71). Interestingly, extended family (MR = 7.26) was ranked
higher than brothers (MR = 6.44) or sisters (MR = 6.32), whereas extended family was
rated lower than siblings as part of a posttreatment support network. Following
treatment, the mother remained the most influential support (MR = 10.93) (see Table 4).

Different Perceptions of Graduates and Nongraduates
A Mann- Whitney test was used to compare the mean rank of graduates and nongraduates in terms of perceived effectiveness of the individual components of Utah level
six treatment. JMwOS who graduated from treatment rated the components of treatment
higher than did non-graduates. However, on ly one of these ratings was fo und to be
sigtlificantly different, namely, ski ll development. Sex ed ucati on approached, but did not
reach significance. The mean rank given by graduates for sex education was 12.33 ( X=
4.78 , SD = .44), whil e the mean rank given by nongraduates was 7.9 (x= 3.60, SD =
1.51). Thi s difference approached significance, Z(n = 19) = -1 .92, p = .06. The mean
rank given by graduates for ski ll development was 12 .17 (X= 4.89, SD = .33), while the
mean rallk given by nongraduates was 6.83 (X = 3.89, SD = 1.05). This difference did
reach significance, Z(n = 18) = -2.43, p = .02. The results of /tests indicated that
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Tab le 4
Perceived Effecliveness ofSuppor/ Ne tworks

Person

During Treatment (n= 17)
Rank Std. Dev. Mean Rank

Followi ng Treatment (n= l 4)
Rank Std. Dev. Mean Rank

Mo ther

4.29

1.26

11 .26

3.79

!.58

10.93

Treatment therapi sts

4. 59

.79

11 .00

3.57

1.70

9.68

Treatment staff

4.53

.62

10.97

3.2 1

1.63

8.68

Treatment peers

3.7 1

1.10

8.88

2.50

1.74

7.25

Father

3.47

1.81

8.7 1

3.29

1.86

8.54

Grandmother

3.24

1.64

8.24

3.00

1.62

8.71

Grandfather

2.76

1.85

7.26

2.86

1.66

7.96

Extended family

3. 18

178

7.26

2.7 1

1.73

6.96

Brother

2.65

!. 50

6.44

3.36

!. 55

9.2 1

Sister

2.59

1.70

6.32

2.7 1

1.64

7.21

Close friends

2.4 1

1.80

6.00

2. 14

1.46

6.14

Acquaintances

2. 18

1.42

5.59

171

.82

4.96

Spouse

1. 35

1.057

3.65

1.36

.93

4.11

Sexual partner

1.18

.73

3.41

!.57

1.28

4.64

graduates gave slightly hi gher ratings to their treatment peers than did nongraduates, but
this difference, while following the same general trend of being rated higher by graduates,
did not reach significance, 1(18, N = 20) = -.71 , p = .49. However, graduates did give
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significantly hi gher scores to staff than did non-graduates, /(18 , N = 20) = -3.49, p = .00.
Some differences in perception also seemed to ex ist between those who recidivated
sexually and those who did not. Only the difference in rating indi vidual therapy reached
significance at the .05 level , Z(n = 16) = -1 .95, p = .05, but a general trend existed in that
components of treatment were consistently rated higher in effectiveness by those who did
not recidivate sexually.
The subjects that recidivated sexually scored therapists, t( 14, n = 16) = .96, p =
.35, and staff, t(J4 , n = 16) = .63 , p = .54, lower in effecti veness than did their
nonrecidivating counterparts. None of these differences were significant, but the general
trend is important to note . Therapists, in particular, were rated nearly five points hi gher
by those who did not recidi vate. Further research would be necessary to more clearl y
identify these trends .

Collateral Therapy as a Component of Treat men!
Fourteen of20 respondents indicated that their family or other significant persons
attended therapy during the course of treatment. The most common reason given for not
having co llateral therapy during treatment was that the family members lived too far
away. The frequency of collateral therapy varied between 3 sessions in I 0 months and I
sess ion per week. The most common frequency of collateral therapy was once per month

(/= 6), followed by once per week(/= 3).
Collateral therapy did not appear to have an effect on whether or not the JMwOS
graduated from treatment. Of 14 subjects who attended therapy, seven reported having
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graduated and seven did not. The results of the chi-square were not significant, j( I, N =
20)

=

.47, p = .49. Frequency of collateral therapy likewise failed to show an effect on

grad uation from treatment, t(l , n = 13)

=

.48, p = .64. A /test was also conducted in

ord er to identify the possi ble effect of the frequency of collateral therapy on recidivism.
Once again , findings failed to reach signifi cance, 1(9, n = II) = .00, p

= 1.00.

On

qualitative item s, those who reported co llateral therapy as being a helpful component of
treatment indicated reasons such as the motivation received from seeing family , and being
able to work on or deal wi th emotions in their family relationships. A larger sample is
needed before conclusions can be drawn regarding the effectiveness of collateral therapy
on graduation from level six treatment, as well as its possible effectiveness in preventing
rec idi vism.
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CHAPTER V
DISCUSS ION

Demographics

The sample for thi s study, though small , represents the general diversity found in
the population of the State of Utah both ethni cally and religiously. This suggests that
sex ual offend ing exists among diverse populations and is not iso lated to any single group.
This is consistent with the findings of previous studies (Barbaree et al. , 1993; Graves,
I 993).
The average age of the sample was much younger than expected, as was the
average time since leaving treatment. This limits the ability of the study to examine
recidivi sm because significant reoffenses may not occur until several years after treatment
(Doren, I 998; Hagan & Gust-Brey, 1999). The yo ung age of the respondents also
precluded the researchers from examining the effectiveness of a spouse as an integral part
of the support network of a recovering JMwOS.

Effectiveness of Utah Level Six Treatment

Recidivism
T he subj ects in thi s study reported a hi gh level of overall recidivism (69%),
exceeding the range of zero to 50% found in most literature (Weinrott, I 996), thus
suggest ing that Utah level six treatment may not be effective. Si xty -nine percent seems
especi ally high, considering the fact that most of the subjects are still living under
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supervision within a treatment system. This high rate could be due to the anonymous
nature of the in strument employed in thi s study. Also, studies in the past have often
rel ied on the number of arrests or convictions of crimes fo llowing treatment in order to
measure recidivism, resulting in lower reported rates of recidi vism, and overly optimi stic
reports of treatment effectiveness. While self-reported recidivism has been questioned on
the basis of underreporting (Weinron & Saylor, 1991 ), se lf reports o ften show higher
rates of recidivism, and sexual offending behaviors in general , than do crim inal records
(Bremer, 1992; Zolondek et al. , 2001 ). Thus, the accuracy of recidivi sm data is unknown,
and more research is needed to cl arify the difference in studies that report recidivi sm.
Spec ifi ca lly, a method of collecting recidi vism data needs to be developed to take into
account the various mitigating facto rs that interfere with an accurate report. Through
anonymous self-report, the current study suggests a hi gh rate of rec idivi sm ex isting
among JMwOS, and suggests the need for additional attenti on from researchers,
therapi sts, program directors, and leg islators.

7/·eatmen/ Components and Skills Learned
Until now, no data have ex isted that identi fy the perceived effectiveness of
specific components of level six treatment programs. While limited by the small sampl e
size, the findin gs of the present study are instructi ve, and provide a foundation from
which to bu ild future research to further clarify and conceptuali ze the importance and
effectiveness of treatment components.
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According to client perceptions, indi vidual therapy is the most effective
component of treatment . This finding is supported by the high rating give n to therapi sts
as part o f a n in-treatment support group. Indi vidual therapy also was rated hi gher by
tho se who had recidi vated than by those who had not rec idivated. The finding was
supported by the qualitative assessments, whi ch identifi ed indi vidual therapy as being the
most helpful co mponent in the treatment of JMwOS. In a one-on-one setting, the clients
reported being more able to open up and deal with their most difficult issues. Th is is
consistent with the theoretical framework of systems theory, which emphasizes the
importance of communication between members of a system. When asked what was
most helpful about their therapi sts, subjects often cited the genuine care and
understanding that the therap ists exhibited toward them. T his kind of client-the rapist
relati onship is vital to the success of treatment, because the JMwOS has been removed
from the relationships within their natural fami ly syste m and pl aced in a temporary
treatment famil y system . It appears fi·om these data that indi vidual therapy is an effective
means of creating this close, empathic relationship between the therapist and the client .
JMwOS who graduated from treatment particul arl y valued sex education and skill
development. Skill development was rated significantly higher by graduates than by
nongraduates of treatment, while the difference between these groups ' ratings of sex
education approached significance. If future studies confi rm these results, added
e mphas is on these components in treatment m ay be warranted.
JMwOS commonly perceived drug and alcohol treatment as the least effecti ve
component of treatment. When asked why thi s component was the least effective, the
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respondents uni versally sai d that they had no need for it, that their issues were with
sexual offenses and not with drugs and alcohol. While these clients may be di shonest in
the ir claim of having no problems wi th drugs or alcohol, this is less likely given the fact
that the instrument was co mpleted anonymously, and that they were still willing to se lfreport hi gh leve ls of reci divism, both sexual and nonsex ual. Still, a minority of
res pondents !j ~ 3) rated the effec ti veness of drug and alcohol treatment fo ur on a scale
fro m one to fi ve, with one meaning not effecti ve at all , and fi ve meaning very effecti ve.
This suggests that drug and alcohol treatment is still valuable to those cli ents who reall y
need it. The present study therefore suggests that, instead of having all clients pat1icipate
regularly in drug and alcohol treatment, it may be better to impl ement th is in ind ividua l
therapy or smaller groups for those cl ients whose presenting problems demonstrate a
gen uine need for this component of treatment, and as a precautionary intervention with
those not using substances through a less intense modality .
When asked which skill gained in treatment has been most help ful since leavin g
treatment, the most commonly named sk ill was victim empathy. In answering why they
thought thi s was the most effecti ve skill they gained in treatment, the subjects commonly
indicated that they saw the importance of understanding their victim 's point of view. It
appears that empath y is a concept that some JMwOS remember and utili ze in their efforts
to not recidivate. With thi s in mind, it is suggested that more emphasis be given thi s
treatment area with further examination as to its relationship with recidi vism, both with
larger sampl es and over a longer ti me period from the time of treatment termination.
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This study suggests that components of treatment are not perceived equally, and
that some components may be more beneficial to treatment than others. From a systems
perspective, the meanings that individual cli ents derive from the various components of
treatment differ widely. With an understanding of which components tend to be most
meaningful or least meaningful to JMwOS , program directors and therapi sts may be able
to create more effective so lutions for their clients.

Support Networks During and Following Treatment
Although mothers were identified as hav ing the greatest influence on JMwOS ,
thi s was followed by therapists, who were rated more highly than were fathers of the
youth . Further, extended family members were rated hi gher than were siblings during
treatment. Thi s study did not make the cause for this finding clear. There are several
possible reasons. First, mothers are often more likely to be in vo lved in famil y affairs
whi le fa thers tend to be more distant. Second, mothers are often more willing or able to
be in volved in therapy than are fathers. Third , therapists may be rated hi gher than fathers
in that they develop a close relationship wi th the youth that may be lacking with the
fathers of these youth. Extended family members may be more influenti al in the overall
therapy than siblings because they can be more emotionally removed, and perhaps more
objective, than immediate siblings. It is poss ibl e that some JMwOS did not have si blings,
and therefore gave these a minimal rating. Finally, it is also possible that siblings were
rated lower because they were victims of the offense. These suggested reasons for the
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results need further investigation with a larger sample size in order to clarify the degree of
certain individuals ' helpfulness to the youth during and following treatment.
It is important to note that while therapi sts might have received a higher rating
than fathers-perhaps due to the fact that they work more close ly with the JMwOS than
the fathers-mothers received an even higher rating than therapists. Thi s is supported by
the research of Openshaw, Thomas, and Rollins ( 1981 ), wh ich showed that ado lescent
males' se lf-esteem was closely connected to mothers, while that of female adolescents
was more close ly connected to fathers. Still, fathers, while rated lower than mothers and
therapists, may play an important role in the treatment of JMwOS. One qualitative
respon se in support of thi s was thi s subject' s turning point, "when I got my first letter
from my dad ."
The lower rating of some family members may also be a function of their lower
frequency of participation in collateral therapy than mothers. Lower ratings, then , would
suggest the need to involve other fami ly members in co llateral therapy , and having
co llateral sessions more frequentl y. In order to better understand the role of support
networks in treatment of JMwOS , future studi es will want to look more closely at family
constellation and participation in therapy. Also, obtaining an older sample would be
crucial to identifying the important role that spouses may play in the lives of JMwOS
following treatment ; spouses understandably received a very low score in the present
study due to the young age of the subjects. It would al so be interesting to see the changes
in support networks as JM wOS leave treatment altogether; therapi sts probably retai ned a
relati ve ly high afte r-treatment score in this study because many of the respondents had
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left one treatment modality merely to enter another, or had graduated and subsequently
reentered treatment due to reoffense, thus retaining close and regular contact with
therapists.

Collateral Therapy
The researchers' hypothesis that collateral therapy has a significant influence on
graduation and recidi vism was not confirmed by th is study. Thi s may be due to several
reason s. Some clients ' fami li es did not participate in coll ateral therapy because the
treatment program in which the clients resided was too far away. Others participated in
fam ily therapy too in freque ntly to realize significant benefi t from it. The small sampl e
size may have also contributed to these results.
This study did not identify who was attending collateral therapy. Because the
residential treatment environment becomes a temporary fam il y system for the client.
future studies shou ld identi fy the role of staff and peer involvement in collateral therapy
as well as that of the client' s own fami ly. The high rank given to mothers may be an
indication that they participated more freq uent ly than did other family members. Whether
or no t thi s is the case is unclear, but mothers appeared to have a particularly important
role in therapy, as ev idenced by another subject's turning point in treatment, " My mom
on a visit helped me to understand that my family does care about me ." Several other
subjects also reported the benefit of knowing their families cared about them. Having
this assurance is important to the success of treatment, and may be enhanced by more
complete and freq uent participation of fami ly members in collateral therapy. It may also
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be effect ive to involve victims in coll ateral therapy, as doing so may great ly ass ist the
J M wOS in facin g hi s offences and in gai ning a greater sense of victim empathy. In
support of thi s possibili ty, consider the turning point of one respondent, "The session of
when I first saw my victims for first time in two years." While no significant results were
obtai ned by the present study regarding the influence of coll ateral therapy , studies in the
past have identifi ed its importance to the success of j uveniles who have offended
(Barlow, 1998; Co lap into, 1991; 1-lenggeler, Borduin, Melton , & Mann, 199 1), and it
therefore should remain an important factor to exam ine in future studies so as to validate
the role that it plays in treatment effectiveness and recidivism.

Limitations of the Study

The greatest limitati on of thi s study had to do with the inability to track form er
clients of Utah level six treatment programs. Due to the strict con fid entiality req uired in
obtaining data from the population of JMwOS , the researchers had to rely on the abi lity of
the various treatment centers to locate and so licit participation from former clients.
During the process of data collection, it became apparent that the potential subject pool
was much sma ll er than the agenci es had initi a lly estimated by agency representati ves, not
for lack of graduates or attendees, rather because of response to requests or locating those
who had been in programs. The best information the agencies had to use was the contact
informat ion for the initi al placement of the cli ent foll owing treatment. Some agencies did
not even have thi s informati on. Once a client graduates fro m the program and moves
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back into the community, contact is mostly lost, and fi les are no longer updated with
cha nges in the client 's residence .
Clients who leave treatment are placed in a variety of locations. The most
common placements include family, proctor and foster homes, incarceration, or another
treatment program. Clients who graduate successfully fro m the program and who return
to the commun ity are the most difficu lt to locate, whil e those who move to another
treatment program , or who return to treatment due to reoffense, are the easiest to locate.
l-Ienee, in the current study, 16 of 20 respondents had moved to another treatment
program, or had returned to treatment after reoffense. Two subj ects were li ving with their
own fa milies, one was placed in proctor home, and another in a foster home. Having so
many of the subj ects of th is study currently res iding in treatment programs obviously
skewed the results of thi s study.
Trying to track down former clients was burdensome to the agencies participating
in the study. The longer it had been since the client left treatment, the mo re di ffi cult it
became to locate them. As a result. not on ly were the subj ects in thi s study mostly
resid ing in treatment programs, but they were also very young. Thi s al so affected the
resu lts of the study. Recidi vism rates are more accurate if data are co ll ected several years
fo llowi ng treatment (Furby et al. , 1989), instead of the relati vely short ti me period the
subjects of the curre nt study had si nce leaving their level six treatment programs. Also ,
an older subj ect pool would allow more accurate assessment of the potential role that
spouses and other persons may pl ay in the recovery of JMwOS as they move away from
the treatment enviro nment.
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Operating under the assumption that the agencies would be able to locate their
former clients was overly optimi stic. Upon reali zing that there would be fewer subjects
for the study than were originall y anticipated , participation from add iti onal agencies was
so licited, but locating former clients was difficult for these agencies as we ll. In the
future , researchers could enlarge the sample by conducting a longitudinal study, and by
not limiting the subject pool to one state only. With a large enough sample, researchers
could also compare the effectiveness of different treatment program s. It is believed that
such data could also bring researchers closer to understanding which components of
treatment are most effective in helping JMwOS successfu lly recover.
Therefore, the particular strength of the current study- seeking the client
perspecti ve-also became its greatest weakness. The short amount of time since leaving
their last treatment program, together with the fact that most of the subjects were li ving in
a treatment program at the time of completing the instrument severe ly limited the ability
of thi s study to measure the effectiveness of treatment in reducing recidi vism under
" normal" societal conditions. Results of the current study, therefore, must be interpreted
with caution. Still, these results, while inconclusive, provide information worth the
cons ideration of add itional research.

Implications

Implications for Research
Several implications for future research have been mentioned within this
disc ussion. The most important implication is the need for a system of tracking former

64
clients of Utah level six treatment programs. Data collection became very difficult for the
agencies involved because client files did not contain current contact information. Staff
members tried to locate their former clients by calling their initial placements following
treatment, but had only marginal success. The clients most easily located were usuall y
those who had left treatment only to go to another treatment program, or who had
returned to treatment. With a large portion of subjects residi ng in treatment programs, the
results have been skewed. This may help explain the higher-than-expected recidivism
rate obtained in this study, as these subjects probably returned to treatment as a result of
reoffense. If these form er clients did in fact return to treatment due to reoffense, thi s
would suggest that treatment was not as effective as it might have been for these clients.
With a larger, more representati ve sample, researchers could examine more closely the
difference between graduates and nongraduates, as well as those who do not return to
treatment, and those who return to treatment multiple times.
Future studies will need to take the necessary measures to ensure a much larger,
more representative sample. A system for track ing former clients wi ll require legislative
support. It is unlikely that current contact information will be maintained anywhere
unless juveniles who offend are mandated by state law to register this information on a
regular basis. Extending Megan ' s law to include juveniles is one option worth further
consideration, which some states are currently debating (Garfink le, 2003; Triv its &
Reppucci , 2002). Debates over whether or not collectin g this information is necessary for
the immediate safety of other children may continue unresolved, but there is a strong case
that the information is necessary for the purposes of ascertaining a more accurate
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recidivism rate so that treatment effectiveness can be better understood across time. If the
contact in formation of JMwOS is maintained for several years following treatment , futu re
studies will be ab le to obta in samples sizes sufficient for reliable results. If the necessary
funding were made available, researchers could also conduct a longitudinal study to
increase the sample size.
Future studies looking at the unique system oflevel six residential treatment
should more closely examine the roles that staff and peers may play in collateral therapy,
because they constitute members of a temporary treatment family. Studies would also be
greatl y enhanced by identifying which members of the client's own family participate in
coll ateral therapy , and how frequently. Research has yet to differentiate between the
influence of individual family members in collateral therapy with JMwOS .
Obtaining the client perspective has been shown to be important in other
developmental areas of research, such as parent-adolescent interaction and discipline
(Cobb, 200 I; Lloyd, 2000), but has remained an unexplored source of information within
research on JMwOS. Not only does the cl ient perspective provide a more accurate
picture of recidivism through self-report, it also can help identify which components of
treatment are most helpful in the efforts of JMwOS to not recidivate. For example, future
studies wi ll want to confirm the find ing in this study that drug and alcohol treatment is
perceived as being the least effective component. Future studies will do well to explore
the unique and valuable perspective of the cl ients themse lves.
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Implications for Practice
When a JMwOS enters a leve l six treatment program , he enters a new system.
The system is a famil y of therapi sts, staff and peers, interacting within a framework of
interacting treatments that are designed to help the client in the process of recovery . Even
w ithin a population homogenous in sexual offending, each new client presents with a
unique set of treatment needs. The challenge for every program director and therapi st is
to organize the system so that it will have maximum impact on the successful treatment
of each individual client.
One of the primary implications for practice suggested by this study is that clients
do not benefit equally from all components of treatment. For example, while a few
subj ects in the current study valued drug and alcohol treatment, the majority reported it to
be the least effective component of their treatment program. Thi s component may be
more effective if implemented as needed in groups or in individual and collateral therapy
on a case-by-case basis where presenting problems identify a genuine need for drug and
alcohol treatment.
Individual therapy wi ll remain vital to the success of treatment, as a time when
clients can open up and more easily discuss their individual issues. Building a strong
rapport and trusting relationship wi th the client in therapy is crucial to the progress of the
client in treatment. Clients considered individual therapy as one of the most effective
components of treatment. When asked what could be done to make treatment more
effective, one subject recommended having more indi vidual therapy, and another
suggested to have the whole program therapy-based.
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This study , due to its limitations, was unable to demonstrate the importance of
collateral therapy to successful level six treatment. However, studies in the past have
identifi ed its importance to the successful treatment of JMwOS (Barlow, 1998; Colapinto,
199 1; Henggeler et al. , 199 1). In support of this proposition, some subjects in this study
recommended that treatment include more collateral therapy, including staff involvement
in therapy. According to the systems perspective of thi s study, collateral therapy should
be an integral part of any treatment progran1 whose goal is the successful return of the
JMwOS to the natural family system and to society. Invo lving the client' s own famil y in
co llateral therapy during treatment is important, especiall y where the dynamics of the
family system may have played a role in the offending behavior of JMwOS. While the
current study did not show collateral therapy to have a significant effect on graduation or
recidivi sm, it did suggest that clients va lue fan1 il y invo lvement in treatment. It appears
that involvement of the client' s mother is particularly beneficial , but therapists would do
well to strongly encourage more participation from all family members. Future studies
should examine collateral therapy so as to more thoroughly understand the role that it
plays in treatment effectiveness and recidi vism.

Conclusions

Thi s study, despite some limitations, has made important suggestions for future
studies, and as such could make a vital contribution to the existing body of research on
JMwOS. This study suggests, together with previous research (Bremer, 1992) that a more
accurate picture of recidivism may be obtained by implementing an anonymous self-
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reported instrument. Most previous research has relied solely on post-treatment criminal
record s to establi sh rates of recidivism. resulting in overly optimistic reports of treatment
effecti veness (Worling & Curwen, 2000). The current study suggests that recidivism of
JM wOS continues to be a serious problem deserving of more attention by therapi sts,
program directors, researchers, and legislators.
Thi s study has also introduced the perspective in evaluating the effecti veness of
treatment of JMwOS. By obtaining former clients ' perceptions of treatment, researchers
will be able to better differentiate between the several components of treatment and the
role of each in the efforts of former clients to not recidivate. Of particular importance is
the client's perceptions of fam ily therapy during treatment, because family in vo lvement
in collateral therapy may create a bridge between the client' s residence within the
treatment program and their successfu l return home .
The results obtained by thi s study suggest the potential benefit of including the
cl ient 's perspective in research treatment effectiveness for JMwOS. It is hoped that
future studies, employing methodology similar to that used in thi s study, will reach a
more complete understanding of treatment of JMwOS , and open the way for more
e ffective solutions for thi s special popul ation.
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Sex Offender Structured Interview Method (SOSIM)
This questionnaire asks about you and about you r experience in Level Six treatment. Pl ease write neat ly
and answer each question. Do not write yo ur name o n th e survey. Your answers wi ll be kept confidenrial.

When you are fin ished with the survey, seal it in the enve lope provided and mail it to the researcher

Section I - Demographics

I. How old are yo u today ?
What race are you? (circle response)
White
Black
Hispanic
Asian

Polynesian
Other (specify) _ _ _ _ _ _ __ _ __

.)_ On a sca le from I to 5, to what ex tent do you consider yourse lf a religiou s perso n? (c ircl e respon se)

(not at all religious)

(very reli g ious)

4. On a scale from I to 5, to what extent does you r relationship with God help you find meaning in the ups
and downs of life? (circle respon se)

(stron g ly di sagree)

5. What religion are you? (circle response)
Cath o li c

Protestant
Laner-Day Sai nt (Mannon)
Atheist

No rel igio n
Other (specify) _ _ __ _ __

(strongly agree)
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Education and Emp loyment Status

Are yo u currently - (mark all that app ly)
_ _ Attending sc hool full time?
_ _ Attendi ng school part time?

__ Emp loyed full tim e?
__ Empl oyed part time?
__ Unemployed, looking for work?
=

Unem ployed, not ac ti ve ly looking for work?
In the military service?

What was th e last grade yo u completed in sc hool ? _ __
8. What kind of work do yo u do? (write actua l response AND circle the mo st close ly correspondin g ite m

be low)

Profess iona l

Cleri cal
Ski lled manua l
Manual labor, un ski lled
Services industry

N/A Stud ent
N/A Unemp loyed
How long have you been at you r curre nt job? _ _ __
I 0. How many jobs have you had in the past th ree yea rs? _ _

Treatme nt Histo ry
I I. How many reside ntial treatme nt programs have yo u been in? _ _
12. How long were you in your last treatment program ? _ _ __
13. Ho w long has it been since you left your last treatm ent program? _ _ __
14a. Did you grad ua te from the last treatm ent program yo u were in? (c ircle response)

Yes

or

No

14b. If not, why?
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Re lationsh ip and Household Status

15 Have you lived with a sex ual partner within th e past 5 years? (ci rcle response)
Yes

or

No

16. How long have you li ved with a sexua l partner?
(i nclude spouse, current or previous pa11ners)
17 Cu rren tly yo u live - (mark a ll that app ly)
A lone

=
With immediate family (parents and/or sib Iings)
_ _ With spouse
_ _ With fri end s (nonsexual partners)
_ _ With a sex ual partner (i.e. , girlfriend)
_ _ With ex tended family relati ves
_ _ In mi litary housing (for enli sted persons or spouses)
_ _ In a treatment program
__ Changes too frequently to say (I moved several times in the past year)
Other (specify) - - - - -- - - - - - - - -

!Sa_ Your current marital status is- (circle response)
Single, never married

Single, divorced
Separated
Engaged
Married
Marr ied, d ivorced previo usly (i.e., second marriage)
Co habiting
18b. If marri ed, how long have you been married? _ _ __ _

MM P I-A K scale (pa r t a)

Please answer Yes or No to the fo llowing statemen ts. (circle response)
I

I have very few quarrels with members of my family .

Yos 0 '

No

2

At times I feel like sweari ng.

Yes

No

3

At times I feel like smash ing thin gs.

Yes 0' No

4

I think a great many people exaggerate their misfo rtunes in order to gai n the
sy mpathy and he lp of oth ers.

Yes

5

It takes a lot of argument to convince most people of the truth

Yes or No

0<

0<

No
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6

Most people wilt use somewhat unfair mea ns to gain a profit or an adva ntage
rat her than those to lose it.

Yes or No

7

O ft en I can' t understand why I have been so irritable and grouchy

Yes oc No

8

At times my thoughts have raced ahead faster than I co uld speak them

Yes oc No

9

Criti cism or sco ldin g hurts me terri bly.

Yes oc No

10

I ce rt ainl y feel useless at times

Yes oc No

Section 2 - Perceived Treatment Efficacy
Pe rceived Efficacy of Line Staff In volvement
19a. Do yo u reca ll a specific staff member (not a therapist) in one of yo ur treatme nt facilities that helped
you progress in th e program? (circ le response)
Yes

or

No

19b. If you answe red yes, wit hout disc losing the person's name, what was this person's ge nd er
and tit le? (c ircle ge nder)
Male
Female
Title - - - - - - - - -

19c If you answered yes, what was most helpful abo ut this perso n?

20. The follow ing are ways in which yo u mi ght have changed or improved because of this person. On a
scale from I to 5, how influenti al was this pe rson in hel ping you make the following changes or
imp rovements? (circ le response)
a.

Beca use of this perso n, I became more ed ucated about sex in ge neral.

(not at all)

b.

(very mu ch)

Beca use of th is pe rson , I came to understand th e sex ual assau lt cyc le and my place within it

(not at all )

5
(ve ry mu ch)
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c.

Because of th is person , I improved in se lf-awa reness.

(not at al l)

(very much)

Because of thi s person . I learned how to deal with my sex ual offendin g impul ses.

(not at a ll)
e.

(very mu ch)

Because o f th is person, I experienced a red uct ion in deviant aro usal.

(not at all )

(ve ry mu ch)

Beca use o f thi s person, I became more aware of my thou ght patterns, cog niti ve di stortions

5
(not at all )

(very much)

Because of thi s pe rson, I became more confiden t, believed in myse lf mo re.

( not at all )

(very mu ch)

Becau se of thi s person, I became mo re empath ic.

( not at a ll )

(very much)

Beca use of thi s perso n, I im proved my social skill s
I
(not at a ll )

(very mu ch)

Beca use o f th is person, I improved my dec ision-mak ing skill s

(not at all)
k.

(very mu ch)

Because of thi s person, I deve loped othe r important skill s.

(not at all )

(very mu ch)
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Perceived Effi cacy of Therapist In volvement
2 1a. Do you recal l a spec ifi c therapist in o ne o f you r treatm en t faci lities th at helped yo u progress in the
program ? (c irc le response)
Yes

or

No

2 1b. If yes, wi thout disclos in g their name, what was thi s th erapist ' s gender and title? (circle ge nd er)
Ma le
Female
Title _ _ __ _ _ _ __
19c . If yo u answered yes, what was most helpful abo ut this person?

22 . The fo ll ow in g are ways in which yo u might ha ve chan ged o r improved because of this th erap ist. O n
a sca le from I to 5, how influential was thi s the rapi s t in helpin g you make the fo llowin g changes ot
improv ement s? (c ircle response)
Beca use of this person, I became more ed ucated about sex in general.

( not Jt all )
b.

Beca use of thi s person, I came to un derstand the sex ual assault cyc le and my place within it.

(not at a ll )
c.

(very much)

Because o f this person , I improved in se lf-awareness.

(not at a ll)
d.

(ve ry much)

(very m uch)

Because of thi s pe rson, I learn ed how to deal with my sexua l offending impulses.

(not at a ll)

(very mu ch)

Beca use of thi s person, I experie nced a reduction in deviant arou sa l

(not at a ll)

(very much)
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Beca use of thi s perso n, I became mo re aware of my th oug ht pattern s, cogniti ve di stortion s

(not at a ll)

(very much)

Because of thi s pe rson, I became more co nfid ent , be li eved in myse lf more.

(not at a ll )
h.

(ve ry mu ch)

Beca use of th is perso n, I became more empathi c.

(not at a ll )

(very mu ch)

Becau se of thi s person, I improved my social skill s.

5
(not at all)

j.

Becau se of thi s person, I improved my decision-makin g skill s

(not at a ll )
k.

(very mu ch)

(ve ry mu ch)

Beca use of thi s perso n, I deve loped oth er important skill s.

(not at a ll )

(very much)

Perce ived Effi cacy of Pee r In vol vemen t
23. The foll ow in g are ways in whic h you mi ght have changed o r improved beca use of yo ur pee rs in
treatment. O n a scale fro m 1 to 5, how influenti a l were your peers in he lpin g you mak e the foll ow ing
changes or improvement s? (c irc le res ponse)
a.

Because of my peers, I became more educated about sex in general.

(not at all )
b.

(very mu ch)

Because of my peers, I came to unde rstand th e sex ua l assault cycle and my place w ithin it

(not at al l)

(v ery much )

Becau se o f my peers, I improved in se lf-awareness.

5
(not at al l)

(very much)
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d.

Because of my peers, I lea rn ed how to deal with my sexual offend in g impulses.

(not at a ll )
e.

(very much)

Because of my peers, I experienced a reduction in deviant arousal.

(not at a ll)

(very much)

Because of my peers. I became more aware of m y thought patterns, cognitive d istonio ns.

(not at all)

(very much)

Because of my peers, I became more confident, believed in myself more

(not at a ll )
h.

(very much)

Because of my peers, I became more empathic.

(not at al l)

(very much )

Because of my peers, I improved my soc ial skill s.

(not at all )

j.

( not at a ll )
k.

(very much )

Because of my pee rs, I im proved my decision-maki ng skill s

(very much)

Because of my peers, I deve loped othe r im portant sk ills.

(not at all )
23 1. What was most he lpful about your peers in treatmen t?

(very much)
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Perceived Efficacy of Collateral Therapy
24a. Did your fam ily or oth er significa nt persons attend any th erapy sessions with you while you were in
th e progra m?
Yes

or

No

24b. If no, why not?

24c If yes, how often?

_ _ tim es per month

24 d. If yes. in what way was involvement of famil y or significant others in therapy helpful or not
helpfu l0

MMP I-A K sca le (part b)
Please answer yes or no to th e follow ing statements. (circle respo nse)

II

It makes me impatien t to have people ask my advice or oth erwise in terrupt me

Yes

N

No

whe n I am working on something important.

12

I have neve r felt bencr in my life than I do now

Yes or No

13

What ot hers think of me does not both er me.

Yes or No

14

It makes me uncomfortable to put on a stunt at a party even when oth ers are doi ng
th e same so rt of th ings.

Yes or No

15

I find it hard to make talk when I meet new people.

Yes or No

16

I am against giv ing money to beggars.

Yes or No

17

I frequently find myse lf worry ing about something.

Yes or No

18

I get mad easil y and the n get over it soon.

Yes or No

19

Whe n in a group of people I have trouble think ing of the right th ings to ta lk
about.

Yes or No

20

I think nearly anyon e would te ll a lie to keep ou t of troubl e.

Yes or No
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Perceived Efficacy of Treatment Program Components
25. T he fo ll owi ng are parts of a treatm ent program . On a scale from 1 to 5, how he lpful was each of th e

fol lowing parts of treatment in helping you not reoffend since lea ving treatment? (circ le response)
a.

Sex education

(not at a ll )

(very much)

Drug and alcohol treatment

(not at all)

(very muc h)

Indiv idual therapy

(not at all)

(very mu ch)

Co llate ral th era py

(not at a ll )
e.

(very much)

Gro up therapy

(not at a ll )

(ve ry much)

Sexua l victimi zat ion (your own) group

( not at a ll )
o·

Encounter groups or home groups

(not at a ll )
h.

(very much)

(very mu ch)

School

(not at al l)

(very much)

Skil l development

(not at a ll)

(very mu ch)
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Other (spec if)) - -

- - - - - - -- -- - - - - -

(not at a ll )

(ve ry much)

25 1. Of the items above, which was most helpful?

25m . Why ? (write actua l respo nse)

25n. Of the items above, which was least helpful?

25o. Wh y? (actual response)

26a. The fol low ing represent ski lls or knowledge you may have ga ined from treatment. On a sca le from I
to 5, how helpful have the following skills been in helping you not reoffend since leaving treatment
(c ircle response)
V ictim empathy

(not at al l)
b.

(very much)

Sexual offending cyc le

(not at al l)

(very much)

Relapse prevention

(not at all)
d.

(very much )

Understanding thinking errors or cognitive distortions

(not at all)

(very mu ch)
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Sex educati on

(not at all )

(ve ry m uch)

Se lf esteem buildin g

(not at a ll )

(very much)

Positive social relations

(not at a ll )
h.

(ve ry mu ch)

Deve lopin g supportive netw orks

(not at all)

(very mu ch)

Drug and alcohol treatment

(not at all )

J.

(very mu ch)

Oth er (spec ify)._ _ _ _ _ _ _ __ __ _ _ _ __

(not at all )

26k . O f th e it ems above, whi ch was most helpful ?

26 1. Why?

2 6m . O f th e items abo ve, whi ch was least helpful ?

2 6n . Wh y?

(ve ry mu ch)
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Pe rce ived Efficacy of Treatm ent in General
27 . O n a sca le from I to 5, te ll me how helpfu l were the fo ll ow in g perso ns on yo ur progress in treatment ?

(ci rc le response)
a.

Moth er (or stepmother)

(not at all)

b.

(very much)

Fath er (o r stepfather)

(not at all )
c.

(very muc h)

Grandmother

(not at a ll )

(ve ry much )

G randfather

(not at a ll )

e.

(very muc h)

Brother

( not at all )

(very mu ch)

Sister

( not at a ll )

(very much)

Spo use

(not at a ll)
h.

(very much)

Sexual Pa 1tner

4
( not at a ll )

(very much )

Extended Fam ily

(not at all )

(ve ry mu ch)
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j.

Close Friends

(not at a ll )

k.

(very mu ch)

Acquai ntances

(not at all )

(very mu ch)

Trea tment therapist

(not at a ll )

(very muc h)

m . Treatmem staff

(no t at a ll )
n.

Treatm ent peers

(not at a ll)
0.

(very much )

(very mu ch)

Oth er (s pec ify)

5
(no t at a ll)

(very mu ch)

27p. Of the items above, who would you say had th e biggest positi ve influence on your progress
while in treatment?

27q. Why?

28. What did the staff in general do that was particularly helpful to you? ( in cluding all lin e sta ff and
th erap ists)
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29. What else wo uld have bee n helpful in th e staff th at yo u maybe didn ' t get? ( includin g lin e staff a nd
th e rapist s)

30. What about your treatm e rH program was most he lpful to yo u?

3 1. If you were in charge of a treatment program for juveniles with sex ual offenses, what wou ld yo u do
wi th the prog ram to be most helpful ?

32. Can you remember a specific situation, event, or sess ion while in treatm ent th at was very powerful, like
a " tuming po int" for you? Please tell m e abou t it .

33a. Can y ou rem e mber a speci fi c s ituation, event, sess ion wh il e yo u we re in treatment that had a ve ry
negat ive impact on you, like a "set back" for yo u? Please tell me about it.

33 b. If yo u answered yes, how did yo u ha nd le it?

33c. If th e same thin g happened again , how wo uld yo u handl e it?
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MMPI-A K sca le (pa rt c)
Please answer yes or no to th e fo llowing stateme nts (c irc le response)
21

I worry abo ut money.

Yes m No

22

At tim es I am all fu ll of energy.

Yes or No

23

I have periods in whi ch I fee l unusually chee rful without any spec ial reaso n.

Yes or No

24

People often disa ppoint me .

Yes or No

25

I have so meti mes felt that difficu lties were piling up so hi gh that I could not
overcome th em.

Yes or No

26

At periods my mind seems to work more slowly than usual.

Yes or No

27

I ha ve often met people who were supposed to be experts who were no bener than
I.

Yes or No

28

I often think , " I wish I were a child aga in."

Yes or No

29

I find it hard

Yes or No

30

I like to let people know where I stand on thin gs.

to

set as ide a task that I have un dertake n, eve n for a short time.

Yes or No

Sec tion 3 - Post-Trea tment Behav ior

Recidi visti c Behaviors
34. How often have yo u been involved in any of th e fo ll ow in g non-sexual activi ties si nce leaving
treatmelll? (i nc ludi ng those fo r whi ch you weren ' t caught) Please be honest. Remember that a ll yo ur
answers are complete ly confident ial. (mark an " x" in th e appropriate co lu mn fo r each ite m on th e
left)
Neve r

Shoplifting
Theft
Arso n
Weapons offense
Ill egal substances
Maj or tra ffic vio lation s
Forge ry
Va ndal ism
Other (specify)

1-2
tim es

3-5
tim es

5-1 0
tim es

More than
IOtim es
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35 How ofte n have you bee n involved in any of th e following sexual activities since leavi ng trea tm e nt?
(i ncl udin g those for which you we ren ' t ca ught) Please be hon est. Remember that all your answe rs are
completely confidential. (mark an "x" in the appropriate column for each item o n the le ft)
Never

1-2
times

3-5
times

5- 10
times

More th an
10 times

Frottage
Pedophilia
Ex hibitionism
Voyeur ism
Best ia lity
Other (specify)

36. What has been yo ur greatest strugg le si nce leaving treatment?

S uppo rt Structure
37. On a scale from I to 5, how much do you use the following peo ple for yo ur support system ?
(circ le respo nse)

a.

Mother (or stepmother)

(no t at all)

(very much)

Fat her (or stepfather)

(not at all)

(very much)

Grandmother

(not at a ll)
d.

Grandfath er

(not at a ll )
e.

5
(ve ry much)

(ve ry much)

Brother

(not at a ll )

(very much)
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Sister

(not at all)

g.

(very much )

Spouse

(not at a ll )
h.

(ve ry much)

Sexua l partner

(not at a ll )

(very much )

Ex tended famil y

(not at al l)

J.

(very much)

C lose fr iends

(not at a ll )
k.

(ve ry much)

Acq uaintances

(not at all)

(very mu ch)

Treatment th erapist

(not at all)
Ill .

(very much)

Treatment staff

(not at a ll )

(very much )

Treatment peers

(not at a ll)

o.

(very mu ch)

Oth er (spec ifY)

2
(not at a ll)

(very much)
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37p. Whi ch o f th e peo ple above has bee n most helpful to you sin ce leav ing treatmen t?

37q. Wh y?

38. What has bee n your g reatest accomplishm ent since leav in g treatment?
(it doesn' t have to be related to treaun ent)

39. How do you fee l treatm ent changed you?

Thank you fo r taking time to fi ll out th is survey. You r pan icipat ion is very valuab le in hel pin g improve
Level Six treatme nt program s.
N ow th at you are fini shed with th e survey , seal it in th e se lf~addressed enve lope th at ca me w ith th e survey
and mail it to th e researcher.

roo

Appendi x B. IRB Letters of Approval
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Utah
State
UNIVERSITY
VICE PRESIDENT FOR RESEARCH OFFICE
1450 O ld Main Hill

logan UT 84322 -1450
Telephone: (435) 797- 11 80
FAX: (435) 79 7- 1367

Email : vprOcc.usu.edu

12/!9/2001

MEMORANDUM
TO:

FROM:

Kim Openshaw
Darren Brown

True Rubal, IRB AdministratorQ

-

(2
tJ-w

SUBJECT: Treatment Effectiveness and Efficacy of Level Six Juvenile Sex Offender Programs
in UT: The Client Perspective, Pilot & Investigative Study
The Institutional Review Board has reviewed your proposal and has granted full approval.
In giving its approval, the IRB has determined that:
X There is no more than minimal risk to the subjects.
There is greater than minimal risk to the subjects.
This approval applies only to the proposal currently on file for the period of one year. If your
study extends beyond this approval period, you must contact this office to request an annual
review of this research. Any change affecting human subjects must be approved by the Board
prior to implementation. Injuries or any unanticipated problems involving risk to subjects or to
others must be reported immediately to the Chair ofthe Institutional Review Board.
Prior to involving human subjects, properly executed informed coll.'!elll must be obtained from
each subject or from an authorized representative, and documentation of informed consent must
be kept on file for at least three years after the project ends. Each subject must be furnished with
a copy ofthe informed consent document for their personal records.
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St ate of Utah
DEPARTMENT OF HUMAN SERVICES
OFFICE OF THE EXECUTIVE DIRECTOR
Michael 0 . Leavitt

www.dhs.st.ate.ut.us

Governor

Robin Arnold-Williams
Executive Director

Mark E. Ward

120 North 200 We st #319
Salt Lake City, Utah 84103

{801) 538·4001
(801) 538-4016 (fax)
dirds@ hs.state.ut.us

O..puty Director

Marie Christman
DeputyPiT«'I.or

an equal opportunity employer

January 11, 2002

D . Kim Openshaw, PhD, LCSW
Utah State University
Department of Family and Human Development
6580 Old Main Hill
Logan, UT 84322-6580
Subject:

Treatment Efficacy of Level Six Juvenile Sex Offend er Programs in Utalr
The Client Perspective A Pilot and Investigative Study, DHS IRE #
0 I 0174 Final Approval

Dear Dr. Openshaw
Based on the review and recommendations of the Department of Human Services
Institutional Review Board (DHS IRB), and receipt of documentation of IRB approval
from the University of Utah, I am pleased to notify you that I have approved the subject
research proposaL After the pilot is completed, you will need to resubmit any changes
necessary for the project phase of your protocoL Please note this approval will expire
on November 8, 2002 (one year from the date of review). You may not conduct any
research after this expiration date unless you submit an annual resubrnission form that is
approved by this committee.
If you suspect that your research will continue beyond the expiration date you
must complete the attached form along with a status report, information concerning the
number of subjects enrolled, a copy of the informed consent/assent document used to
enroll the most recent subject, preliminary findings, any adverse events/complaints, and
resubmit for subsequent review and approval at least one month prior to expiration. If we
have not received your resubmi ssion prior to the expiration date, and if the research is
ongoing, you will need to resubmit a full protocol application and request for full!RB
approvaL Additionally, data collected and/or analyzed during any period of time in
which there was not active IRB approval will have to be destroyed or discarded.
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Kim Openshaw, Ph.D.
II January, 2002
Page2

In the event that any further changes are made to the research following this
approval (e.g. , changes in target population, materials to which subjects are to be
exposed, procedures to be employed, etc.), please document these changes on the
attached and send it to the DHS IRB.
If you need further assistance, please contact Dr. John DeWitt at 538-4333. Once
your research is completed, please send a copy of your final report to the DHS IRB to
allow its members and the Department to benefit from your research findings.

Mark E. Ward, Deputy Director
Department of Human Services
Attachment
cc:

John DeWitt, PhD, DYC
Mary Caputo, DHS 1RB
Tom Obray, BIRA
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Appendix C. Letters of ln fonned Consent
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Informed Assent: Pil ot Study
Effectiveness of Level Six Juvenile Sex Offender Treatment Programs
In Utah.· The Client Perspective
(Ado lescent Form)

lntroduction/Purnose
The purpose of thi s study is to fi nd out w hat is most helpful abo ut Level Six
treatment. We would li ke you to take a survey that asks questi ons about your experi ence
in treatment. We would also li ke to get your feedback abo ut the survey questio ns.

Procedures
A representati ve from your treatment program recently contacted you. They invited
you to take part in this stud y. You will take the survey in private. When yo u take the
survey, imagine that you have already been released from treatment. A lso, give us
feedback about the survey itse lf. Are the questi ons relevant? Are the questi ons wo rd ed
clearly? Is there something we missed? How long does it take to compl ete the survey?
Don' t put your nam e on the survey. Seal it in an envelope be fore giving it back to the
representati ve.

Thi s study has minimal risk, if any. When you take the survey, you mi ght remember
something that makes you feel uncomfortable or agitated. If this happens, the
representative can refer you to a therapi st fo r help.

Your participation can help others who are in treatment. Your responses will help
researchers improve the survey. A lso, your responses will be used to improve treatment.

New Findings
You w ill be notified if ri sks o r benefits change during the study. Thi s is so that you
can choose whether or not to continue participating. l f the study ever changes in a way
that is relevant to you, we w ill get your consent again .
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Explanation and Offer to Answer Questions
A representati ve has explained this study to yo u and answered your questions. If you
have more questions, you may contact Dr. Openshaw at (435 ) 797-7434.

Voluntary Nature of Participation
Your participation in thi s study is voluntary. You may w ithdraw from the study at
any time without consequence.

Confidentiality
Your confidentiality is important to us. To maintain your confidentiality, researchers
will not be given any names. All informed consent forms will be kept with agency
personnel. Also, surveys wi ll be given to the Primary Investi gator, Dr. Openshaw. He
will keep all data in a locked fil e. Data wi ll be destroyed once analyses, presentations, and
publications have been completed.

Ca re if Harmed
If you are injured by participating in thi s study, Utah State Uni versity can reimburse
you for emerge ncy and temporary medical treatm ent not otherwi se covered by your own
insurance. If you believe that you have bee n injured by participating in thi s study, please
contact the Vice President for Research Office at (435) 797- 1180.

IRB Approval Statement
The Institutional Review Board (lRB) at Utah State University has approved thi s
project. The Department of Human Services IRB (DHS !RB) has also approved thi s
project. If you have any questions or concerns about this approval, you may contact the
USU IRB Office at (435) 797- 182 1. You may also contact Dr. Jolm DeWit of the DI-IS
IRB at (80 1) 538-4330.

Copy of Assent
You have been given two copies of the Informed Assent. Please sign both copies.
Return one signed copy to the agency representative. Keep the other copy for your fil e.
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Investigator Statement
By my signature below, I certify that the research study has been explained to me.
understand the purpose, risks and benefits of the research. I kno w that my participation is
voluntary, and I may withdraw from the study at any time. All my questions about the
study have been answered. I am aware that I may ask other questions. Phone numbers
have been given to me in case I have more questions .

Signature of Principle Investigator and Student Researcher

D. Kim Openshaw, Ph.D. , LCSW, LMFT

Darren Brown, Student Researcher

(435) 797-7434

(435) 797-7434

Signature of Participant
By my signature below, I indicate my willingness to participate in thi s study as it has
been explained to me.

Participant 's name (please print)

Signature of Participant

Date
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Informed Consent : Pi lot
Effectiveness of Level Six Juvenile Sex Offender Treatment Programs
In Utah: The Client Perspective
(Parent/Guardian Form)

Introduction/Purpose
The purpose of this study is to identify what is most helpful about Level Six
treatment. The researchers are preparing a survey that asks questions abo ut hi s experience
in treatment. We would like your son to take the survey and provide feedback about the
survey questions.

Procedures
With your permission, your son will be contacted by a representative of the treatment
faci li ty. This person wi ll invite your son to take part in the study. Your son will be asked
to take the survey as if he had already been released from treatment. He wi ll take the test
in private. He wi ll identify any questions that are irrelevant or unc lear. He will also
suggest questions that we may have missed.
Your son will not put his name on the survey. He wi ll seal it in an enve lope before
sending it back to the representative.

Thi s study has minimal ri sk , if any. When your son takes the survey, he might
remember something that makes him feel uncomfortable or ag itated. If this happens, the
representative can refer him to a therapist for help.

Benefits
Your son's participation can help others who are in treatment. Hi s responses will
help researchers improve the survey. Also, hi s responses wi ll be used to improve
treatment.

New Findings
You will be notified if risks or benefits change during the study. Thi s is so that you
can choose whether or not your son should continue participating. l f the study ever
changes in a way that is relevant to your son, we wi ll get your consent again.
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Explanation and Offer to Answer Ouestions
A representati ve has explained this study to you and your son, and answered your
questions. If you have more questions, you may contact Dr. Openshaw at (435) 7977434.

Voluntary Nature of Participation
Your son' s participation in thi s study is voluntary . You may withdraw your son from
the study at any time without consequence. Also, your son may withdraw from the study
at any time without consequence.

Confidentialitv
Your son' s confidentiality is important to us. To maintain your son's confidentiali ty ,
researchers will not be given any names. All informed consent form s wi ll be kept with
agency personnel. Also, surveys will be given to the Primary Investigator, Dr.
Openshaw. l-Ie will keep all data in a locked fil e. Data wi ll be destroyed once analyses,
presentations, and publications have been completed.

Care if Harmed
If yo u are injured by parti cipating in thi s study, Utah State University can reimburse
you for emergency and temporary medica l treatment not otherwi se covered by yo ur own
insurance . If you believe that you have been injured by participating in thi s study, please
contact the Vice President for Research Office at (435) 797-1180.

IRB Approval Statement
The Instituti onal Review Board (IRB) at Utah State University has approved thi s
proj ect. The Department of Human Services !RB (DI-IS IRB) has also approved thi s
project. I f you have any questions or concerns about this approval , you may contact the
USU IRB Office at (435) 797- 182 1. You may also contact Dr. John DeWit of the DI-I S
IRB at (80 1) 538-4330 .
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Copy of Consent
You and your son have been given two copies of the Informed Consent!Assent.
Please sign both copies. Each of you should return one signed copy to the agency
representati ve. Keep the other copy for your fi le.
Investigator Statement
By my signature below, I certi fy that the research study has been ex pl ained to me.
understand the purpose, ri sks and benefi ts of the research. I acknowledge that I permit
my son to parti cipate of my own free wi ll. I know that my son' s participation is
vol untary, and I may withdraw him from the study at any time. All my questions about
the study have been answered. I am aware that I may ask other questions. Phone numbers
have been given to me in case I have more questions.
Signature of Principle Investigator and Student Researc her

D. Kim Openshaw, Ph.D. , LCSW, LMFT
(435) 797-7434

Darren Brown, Student Researcher
(435) 797-7434

Parental/Guardian Signature for Minor
As parent or guardian I authorize _________ _ _ _ _ _ (print name) to
become a participant for the described research. The nature and general purpose of th e
proj ect have been satisfactorily explained to me by ____ _ _ _ _ _ __ _ _
(print name) and I am sati sfi ed that proper precautions wi ll be observed.

Minor' s date of birth

Parent/Guardian Name (printed)

ParentJG uardian signature

Date
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Informed Assent: Proj ect
Effectiveness of Level Six Juvenile Sex Offender Treatment Programs
In Utah : The Client Perspective
(Adolescent Form)

Introduction/Puroose
The purpose of this study is to find o ut what is most helpful about Leve l Six
treatment. We would like you to take a survey that asks questio ns about your experi ence
in treatment.

Procedures
A representative from your treatment program or from the Di vision of Youth
Corrections recently contacted you. They in vited you to take part in thi s study. You
indicated that you would be willing to participate in the study. If you choose to
participate, and return this informed assent. You wi ll then be sent a survey to fill out.
The survey asks about you and your ex peri ence in treatment.
Don ' t put your name on the survey. Seal it in an envelope before sending it back to
the researchers.

This study has minimal ri sk, if any. When you take the survey, you mi ght remember
something that makes you feel uncomfortab le or agitated. If this happens, the
representati ve can refer you to a therapi st for help.

Your participation can help others who are in treatment. Your answers and
suggestions will be used to improve treatment.

New Findings
You will be notified if ri sks or benefits change during the study. Thi s is so that you
can choose whether or not to continue participating. If the study ever changes in a way
that is relevant to you, we w ill get your consent again .
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Ex nlanation and Offer to Answer Ou estions
A representative has explained this study to you and answered your questions. If you
have more questions, you may contact Dr. Openshaw at (435) 797-7434.

Vo luntary Nature of Participation
Your participation in thi s study is vo luntary. You may withdraw from the study at
any time without consequence.

Co nfidentiality
Your confidentiality is important to us. To maintain your confidentia lity, researchers
wi ll not be given any names. All informed consent forms will be kept with agency
pers01mel. Also, surveys will be given to the Primary Investigator, Dr. Openshaw. He
wi ll keep all data in a locked file . Data wi ll be destroyed once analyses, presentations, and
publications have been completed.

Ca re if Harmed
If you are inj ured by participating in thi s study, Utah State Uni versity can reimburse
yo u fo r emergency and temporary medical treatment not otherwise covered by your own
insu rance. If you believe that you have been inj ured by participating in thi s study, please
contact the Vice President for Research Office at (435) 797- 1180.

IRB Approval Statement
The Institutional Review Board (lRB) at Utah State Univers ity has approved thi s
project. The Department of Human Services lRB (DHS IRB) has also approved thi s
project. If you have any questions or concerns about this approval, you may contact the
USU IRB Office at (435) 797-1 821. You may also contact Dr. John DeWit of the DHS
IRB at (80 1) 538-4330.

Co py of Assent
Yo u have been given two copies of the In formed Assent. Please sign both copies.
Return one signed copy to the agency representative. Keep the other copy for your file.
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Investigator Statement
By my signature below, I certify that the research study has been expla ined to me .
understand the purpose, risks and benefits of the research. I know that my participation is
vo luntary , and I may withdraw from the study at any time. All my questions about the
study have been answered. I am aware that I may ask other questions. Phone numbers
have been given to me in case I have more questions.

Signature of Principle Investigator and Student Researcher

D. Kim Openshaw, Ph .D. , LCSW, LMFT

Darren Brown, Student Researcher

(435) 797-7434

(435) 797-7434

Signature of Participant
By my signature below, I indicate my wi llingness to participate in this study as it has
been explained to me .

Participant ' s name (please print)

Signature of Participant

Date
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Exp lanation and Offer to Answer Questions
A representative has expl ained thi s study to you and your son, and answered your
questions. If you have more questions, you may contact Dr. Openshaw at (435) 7977434.

Vo luntary Nature of Participation
Your son's participation in this study is vo luntary. You may wi thdraw yo ur son fro m
the study at any time without consequence. Also, your son may withdraw from the study
at any time without consequence.

Co nfidentiali ty
Your son' s confidentiality is important to us. To maintain your son's confidentiality,
researchers will not be given any names. All informed consent forms will be kept with
agency personnel. Also, surveys wi ll be given to the Primary Investigator, Dr.
Ope nshaw. He will keep all data in a locked fil e. Data will be destroyed once ana lyses,
presentations, and publications have been completed.

Care if Harmed
If you are inj ured by participating in this study, Utah State Uni versity can reimburse
you fo r emergency and temporary medi cal treatment not otherwise covered by your own
insurance. If you believe that yo u have been injured by participating in thi s study, please
contact the Vice President for Research Office at (435) 797-11 80.

IRB Approval Statement
The Institutional Review Board (IRB) at Utah State University has approved thi s
project. The Department of Human Services IRB (DHS IRB) has also approved this
proj ect. If you have any questions or concerns about this approval, yo u may contact the
USU IRB Office at (435) 797-1821. You may also contact Dr. John DeWit of the DHS
1RB at (80 1) 538-4330.
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Copy of Consent
You and yo ur son have been given two copies of the Informed Consent/Assent.
Please sign both copies. Each of you should return one signed copy to the agency
representative. Keep the other copy for you r file.

Investigator Statement
By my signature below, I certify that the research study has been explained to me.
understand the purpose, risks and benefits of the research . I acknowledge that I permit
my son to participate of my own free will. I know that my son's participation is
vo luntary, and I may withdraw him from the study at any time. A ll my questions about
the study have been answered. I am aware that I may ask other questi ons. Phone numbers
have been given to me in case 1 have more questions.

Signature of Principle Investigator and Student Researcher

D. Kim Openshaw, Ph.D. , LCSW, LMFT
(435) 797-7434

Darren Brown, Student Researcher
(435) 797-7434

Parental/Guardian Signature for Minor
As parent or guardian I authori ze _ _ _ _ _ _ _ _ _ _ _ _ _ _ (print name) to
become a participant for the described research . The nature and general purpose of the
project have been sati sfactori ly explained to me by _ __ _ __ _ _ _ _ _ __
(pri nt name) and I am satisfied that proper precautions will be observed.

Minor' s date of birth

Parent/Guardian Name (printed)

Parent/Guardian signature

Date
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In formed Co nsent: Proj ect
Effecliveness of Level Six Juvenile Sex Offender Treatmenl Programs
In U!ah: The Clienl Perspeclive
(Form for Youth 18 and older)

Introduction/Purpose
The purpose of this study is to fin d out what is most helpful about Level Six treatment.
We would like you to take a survey that asks q uestions about your experi ence in treatment.

Procedures
A representative from your treatment program or from the Di vision of Youth
Correct ions recently contacted you. They invited you to take part in this study. You
indicated that you would be w illing to partic ipate in the study . If you choose to
participate, and return this informed assent. You wi ll then be sent a survey to till out. The
survey asks about you and your experience in treatment.
Don ' t put your name on the survey. Seal it in an envelope before sending it back to the
researchers.

This study has minimal ri sk, if any. When you take the survey , yo u mi ght remem ber
something that makes you feel uncomfortable or agitated. If thi s happens, the
representati ve can refer you to a therapist for help.

Your participation can help others who are in treatment. Your answers and
suggestions wi ll be used to improve treatment.

New Findings
You w ill be notified if risks or benefi ts change during the study. Thi s is so that you
can choose whether or not to continue participating. If the study ever changes in a way
that is relevant to you, we will get your consent again.
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Exp lanation and Offer to Answer Questions
A representati ve has explained thi s study to you and answered your questions. If you
have more questions, you may contact Dr. Openshaw at (435) 797-7434.

Voluntary Nature of Participation
Your participation in this study is voluntary . You may withdraw from the study at any
time witho ut consequence.

Co nfidentiality
Yo ur confidentiality is important to us. To maintain your confidentiali ty, researchers
will not be given any names. All informed consent forms wi ll be kept with agency
personnel. Also, surveys will be given to the Primary Investigator, Dr. Openshaw. He
wi ll keep all data in a locked fil e. Data wi ll be destroyed once analyses, presentations, and
pub li cations have been completed.

Care if Harmed
If yo u are injured by participating in this study, Utah State Uni versity can reimburse
yo u for emergency and temporary med ical treatment not otherwi se covered by yo ur own
insurance. If you believe that you have been injured by participating in this study, please
contact the Vice President for Research Office at (435) 797- 1180.

IRB Approva l Statement
The Institutional Review Board (IRB) at Utah State University has approved thi s
proj ect. The Department of Human Services IRB (DHS lRB) has also approved thi s
project. If yo u have any questi ons or concerns about thi s approval, you may contact the
USU IRB Office at (435) 797-182 1. You may also contact Dr. John DeWit of the DHS
IRB at (80 1) 538-4330.

Copv of Assent
You have been given two copies of the Informed Assent. Pl ease sign both copies.
Return one signed copy to the agency representative . Keep the other copy for yo ur fi le.

11 9

lnvestioator Statement
By my signature below, I certify that the research study has been explained to me.
understand the purpose, risks and benefits of the research. I know that my participation is
vo luntary , and I may withdraw from the study at any time. All my questions about the
study have been answered. I am aware that I may ask other questions. Phone numbers
have been given to me in case I have more questions.

Signature of Principle Investigator and Student Researcher

D. Kim Openshaw, Ph.D. , LCSW, LMFT
(435) 797-7434

Darren Brown, Student Researcher
(435) 797-7434

Signature of Participant
By my signature be low, I indicate my willingness to participate in this study as it has
been explained to me.

Participant 's name (please print)

Signature of Participant

Date

